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EDITORIAL. 


SIXTH BRITISH CONGRESS OF OBSTETRICS 
AND GYNECOLOGY, 1927. 


‘ The Sixth British Congress of Obstetrics and Gynecology will 
eS held in Manchester on April 27th, 28th and 2gth, 1927. 

The principal subject for discussion will be ‘‘The Treatment 
of Inflammatory Conditions of the Uterine Adnexa,’’ and this 
will occupy the first day of the meeting. The remaining days 
will be devoted to the reading of short papers on obstetrical and 
gynzcological subjects and pationa of operations, 

A Museum of pathological specimens of special interest is also 
being arranged. 

’ Those intending to take part in the Discussion, or to read 
short papers, are invited to send in their names together with the 
title of any proposed contribution not later than March rst 1927. 

The Secretaries of the Congress are Daniel Dougal. M.C. 3 
M.D., 11 St. John Street, and John Bride, M.D., 2 St. John Street, 


Manchester, to whom all communications should be addressed. 
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The Influence of the Corpus Luteum upon Menstruation. 


By Proressor BeckKwitH WHITEHOUSE M.S. (London) F.R.C.S. 


(From the Department of Obstetrics and Diseases of Women, 
Uniwersity of Birmingham). 


INTRODUCTION. 


Tue life history of the corpus luteum, its anatomical structure and 
physiological functions have recently been investigated by 
Wilfred Shaw, Marshall and Dixon and other workers in this 
country and have formed the subject oi various papers in the 
Journal of Obstetrics and Gynecology and the Journal of Physiol- 
ogy. The present communication affords certain confirmation in 
support of this work and submits additional evidence showing the 
influence which the corpus luteum exerts upon the incidence of the 
menstrual function. 

Fraenkel, in papers published in 1903 and igio, first drew 
attention to the relationship which exists between the corpus luteum 
and menstruation. By destruction of this body with the actual 
cautery in a series of cases he was able to alter the menstrual 
rhythm and, in the case of pregnant animals, to produce abortion. 
As a result of his investigations Fraenkel came to the conclusion 
that the function oi the corpus luteum was primarily to maintain 
the nutrition of the uterus from puberty onwards and to prepare 
the endometrium for the embedding of the ovum. Should the 
ovum escape fertilization the corpus luteum undergoes degenera- 
tion with retrogression of the’local hyperemia which this writer 
thought was produced by the lutein hormone. 

Theilhaber, Aschner, Loeb, Halban, and others did not accept 
Fraenkel’s findings and the last considered that the technique 
employed by Fraenkel was open to criticism in that the cautery did 
not ensure complete destruction of all lutein tissue. 

Halban found in a series of 40 cases in which he excised the 
corpus luteum that uterine haemorrhage occurred on 37 
occasions (92.5 per cent.) within two to four days of the operation. 
In spite of the fact that this bleeding occurred independently of the 
time in the menstrual cycle when the operation was performed 
Halban made no attempt to correlate the hemorrhage with mens- 
truation, and in fact deduced that the latter was not due to the 
corpus luteum but to ovulation. He considered that ovulation 
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Fig. 1. Corpus Luteum, 16th day, 
Twice Natural size. 
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occurred in the inter-menstrual period and that the corpus luteum 
exerted an inhibitory effect both upon menstruation and ovulation. 

Meyer and Ruge, Miiler and Schréder, however, by studying 
the development of corpora lutea in relation with the menstrual 
history and the anatomical appearance of the endometrium brought 
forward evidence in support of Fraenkel’s original thesis. These 
workers while agreeing that the ovulation occurs during the inter- 
menstrual period considered that the  activity-functionating 
corpus luteum is responsible for the onset of the menstrual pheno- 
mena. Schréder pointed out that while a young corpus luteum 
is always present at the commencement of endometrial activity, 
a mature corpus luteum is associated with what is generally recog- 
nized as the premenstrual state of the endometrium. Furthermore 
degeneration of the corpus luteum is found during the period 
of active endometrial necrosis. 

These observations have been confirmed and elaborated by 
the work of Wilfred Shaw in which he has shown that ovulation 
in the human female takes place between the 13th and 17th days 
of the menstrual cycle and that proliferation of the corpus luteum 
continues until the 19th day of the same. In other words develop- 
ment of the corpus luteum to a state of maturity is a very rapid 
process. Shaw also noted that pre-menstrual changes in the 
endometrium are first apparent about the 14th day and that at 
the end of the cycle the endometrium resembles the decidua 
of early pregnancy. 

Marshall and Dixon in 1924 demonstrated experimentally the 
controlling power of the ovary upon the functional activity of the 
pituitary gland. As Shaw has recently pointed out this work 
suggests that inhibition of the ovarian hormone, which stimulates 
pituitary activity, is probably effected by means of the corpus 
luteum. With degeneration of the latter this inhibiting influence 
is removed and the secretion of the pituitary gland is increased. 


THE EFFECT OF EXCISION OF THE Corpus LUTEUM. 

In view of these various and somewhat divergent opinions it 
appeared a matter of importance to study further the effect of 
excision of the corpus luteum especially in relation. to the 
menstrual function and the sexual rhythm. 

In the course of an exploratory laparotomy an opportunity 
recently presented itself of making these observations unin- 
fluenced by pathological considerations. The details of the 
experimental investigation are as follows :— 

M. L. aged 23, a primipara, was admitted to the General 
Hospital, Birmingham, on June 6th 1926. A careful menstrual 
history showed that the last period began on May 23rd and lasted 
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until May 26th. The rhythm was of the normal twenty-eight day 
type and had not been influenced by the one pregnancy. The 
periods had always been periectly regular from the onset of 
menstruation at the age of 14, and she volunteered the infor- 
mation that ‘‘she was hardly ever a day out’’ except during 
her one pregnancy. 

Laparotomy was performed at 10.a.m. on the morning of 
June 8th, the 16th day of the menstrual cycle. The pelvic organs 
exhibited no sign of disease. Examination of the ovaries showed 
a large corpus luteum projecting from the right organ. A few 
follicles were nearing the surface and one appeared tense and 
nearing the point of rupture. The left ovary presented a small 
corpus luteum apparently in process of retrogression, the yellow 
colour being plainly visible, a large nearly mature follicle was 
seen on the surface of this ovary also. It was not palpated and 
the only trauma effected was excision of the large corpus luteum 
from the right ovary. This corpus luteum (twice natural size) is 
shown in figure 1. and its structure is indicated in figs. 2, and 3. 
Great care was taken during the operation not to puncture a single 
follicle so that the subsequent observations could not be influenced 
by the question of absorption of liquor folliculi. 

Upon the morning of June oth, 24 hours after operation, the 

patient complained of backache and said “‘she felt as though 
a period was coming on.’’ At 1.30. on the morning of June roth 
39 hours after excision of the corpus luteum and on the 18th day 
of her menstrual cycle, uterine hemorrhage commenced. 
At 9.30. a.m. the ‘‘period’’ was well established. At 5. p.m. on 
the same day,—fifty-five hours after excision of the corpus 
luteum and 16 hours after the clinical onset of hamorrhage— 
the patient was anzsthetised and the clinical investigation 
completed. 

The discharge in the vagina was first collected and examined. 
No clots were present in the sample which appeared to consist of 
a mixture of blood and mucous secretion of the cervical glands. 

The fluid was dark in colour and had the typical naked eye 
appearance and consistence of menstrual blood. The material 
was fixed and subsequently examined microscopically. Sections 
of the material collected from the vagina are shown in figs. 4 
and 5. : 

The cervix uteri was next examined and activity of the cervical 
glands noted, ‘“‘ropy’’ secretion being present in considerable 
amount. The cervical canal was partly dilated, and a lubricated 
glass catheter was easily passed through the cervix into the 
uterine cavity, as is usual during the menstrual function. Care 
was taken to avoid trauma to the endometrium and no aspiration 
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was employed to obtain a sample of the contents of the uterine 
body. On withdrawal of the tube sufficient material for investi- 
gation was present in its lumen. This showed the usual appearance 
of the contents of the uterus on the first day of the menstrual 
abortion and consisted of breaking-down clot and tissue detritus. 
The material was fixed and the microscopical appearances are 
shown in figs. 6 and 7. 

The uterus was then carefully curetted, the tissue from the 
anterior, posterior walls, and fundus being fixed and sectioned 
separately. Sections of the endometrium are shown in figures 
8, 9, 10, 11, 12 and 13. 

The patient made a good recovery and it is interesting to note 
that the next menstruation commenced on July 22nd, forty-four 
days after excision of the corpus luteum and forty-two days from 
the experimental production of the menstrual abortion. This 
‘“‘period’’ was normal in every respect. 

The material obtained from the investigation may now be 
considered. 

The Vaginal discharge. As already noted, this presented 
the usual appearance of menstrual blood. It was dark in colour, 
hzmolysis was well marked, no clots were present and there was 
a liberal admixture of the secretion from the uterine glands. 
Microscopical sections (figs. 4 and 5) show ‘‘ghosts’’ of endomet- 
rial glands, and a few fragments of degenerated stroma can be 
detected. . Polymorphonuclear cells are abundant in all the sections 
examined. Sufficient material was not available to undertake any 
chemical investigation but the clinical and microscopical appear- 
ances are identical with those associated with the normal menstrual 
lochia. Nothing was seen to suggest the fact that haemorrhage 
could be pathological in the sense that it was the result of possible 
trauma inflicted at the time of operation. 

The Uterine contents. Sections of material obtained from 
the uterine cavity (figs. 6 and 7.) show a structure similar to the 
“menstrual clot’’ normally present in the lumen on the first day 
of menstruation. Both cellular stroma and glands are present. 
The stroma has the usual appearance in so far as infiltration with 
inflammatory cells are concerned. There is, however, no marked 
“‘decidual’’ appearance of the individual cells. The uterine 
glands in the clot also differ from those usually seen in material ° 
collected at the end of the normal cycle. It will be noted in 
fig.6. that the epithelium is ‘‘high’’ and that the glands show 
evidence of secretory activity. In fig. 7. is shown a uterine gland 
actually in process of autolysis. There is no dilatation of the 
gland lumen in either section. 

When comparison is made with figs. 14, 15, and 16, minor 
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differences are at once evident. Fig. 14. is a transverse section 
through the complete endometrium and the uterine cavity of 
a normal uterus removed on the first day of menstruation from 
a patient the subject of menstrual epilepsy. The lumen is 
occupied by the menstrual clot and the structure of the menstrual 
decidua with its differentiation into a ‘‘stratum compactum’’ and 
“stratum spongiosum’’ is clearly indicated. Figs. 15 and 16 
from the same specimen show the structure of the clot or 
‘abortion’? under higher magnification and present a similar 
appearance to the material originally described by me in 1914.'° 
The gland in fig.16. is considerably dilated and the epithelium 
is undergoing necrosis. 

It may be stated therefore that the uterine contents in the 
experiment under consideration are the products of endometrial 
necrosis and identical in type with those present during the normal 
menstrual abortion. The difference in the appearance of the 
glands is accounted for by the period in the cycle when the 
artificial abortton was produced. 

The Endometrium. Sections taken from different portions 
of the endometrium all show a crumbling necrosis of the superficial 
layer with extensive extravasation of blood form ruptured 
capillaries. The process varies in degree at different parts of the 
uterus but the general picture is the same. This diffuse and 
extensive necrosis proves that the clinical phenomena resulting 
from excision of the corpus luteum are identical with the function 
of menstruation and are not attributable to surgical trauma. 
Figs. 8, 9 and 10, show various aspects of the necrosis process in 
relation with the anterior wall of the uterus. Fig.8, a low 
power photograph, indicates the actual formation of the menstrual 
clot. Superficial portions of the endometrium are detached from 
the deeper layers, by extensive extravasation of blood. In fig. 9, 
the crumbling process involving both stroma and glands is shown 
in active progress. There is no ‘‘decidual reaction’’ in the stroma 
cells as is to be expected at this period of the sexual cycle. 

The appearance of the uterine glands calls for some comment. 
On the anterior wall, where necrosis is most marked, the glands 
are comparatively small and not dilated. The epithelium, how- 
ever, is well developed and secretion is present in the lumina 
as shown ia fig. 10. On the posterior wall and fundus uteri 
where the necrotic process has not progressed to the same 
degree but where extensive blood extravasation is present the 
glands are considerably dilated and in some cases almost cystic 
(figs. 11, 12 and 13.) In figs. 12 and 13, one of these dilated 
glands is shown with secretion in its lumen and crenation of the 
epithelium and “‘fern-like tufts’? which have been described as 
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typical of the pre-menstrual phase of the endometrium. It appears 
probable that this pre-menstrual dilatation of the uterine glands 
is a mere artifact and caused the retention of secretion from con- 
striction of the ducts. The factors which produce this constriction 
are the normally swollen cells of the ‘‘decidua compacta’’ and, 
later, extravasated blood. In the present jnstance the cystic glands 
are evidently produced by constriction of the ducts from extrava- 
sated blood alone, but they certainly point to glandular activity 
at this period of the menstrual cycle. When the superficial 
tension of the menstrual decidua is suddenly reduced by necrosis 
there is an outpouring of the retained secretion and this is often 
associated with actual detachment of the gland epithelium from 
the basement membrane. This is indicated in fig. 17, a section 
taken from the same uterus as fig. 14. 


THe MENSTRUAL ABORTION. 

It is evident from the preceding observations that removal 
of the corpus luteum, and therefore, presumably also degeneration 
of this structure, is followed by necrosis of the superficial layer of 
the endometrium with extensive extravasation of blood into its 
tissue. Necrosis of the fully developed non-conceptional decidua 
is associated with the clinical phenomena generally known as 
menstruation. It follows that this function should correctly be 
regarded as being an infertile abortion and the voided products 
of necrosis as the ‘‘menstrual lochia.’’ In the production of this 
abortion, whether it be of the partly mature decidua or of the 
developing organ, as in the case of the investigation described, 
the corpus luteum is a dominant factor. 

It has been suggested that this factor is exerted indirectly by 
removing an inhibitory influence from the succeeding mature 
ovarian follicle and so favouring rupture of the latter. Consider- 
ation of the clinical details given above appears to throw doubt 
upon the truth of this theory. Menstruation took place on 
May 23rd and on the 28 day basis should have recurred on 
June 2oth and again on July 18th. What actualiy happened was 
that the normal period of June 20th was ante-dated to June roth 
by excision of the corpus luteum on June 8th. The very interest- 
ing fact is now revealed that the next period did not occur until 
July 22nd or only four days later than it would have appeared 
if no interference with the rhythm had taken place. In other 
words excision of the corpus luteum did not interfere with the 
normal sexual rhythm of the individual. Had the corpus luteum 
been exerting an inhibitory effect upon development and rupture 
of the succeeding follicle its removal should have been followed 
by ovulation and the resumption of menstruation on or about 
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July 8th. Instead, it did not take place until July 22nd, thus 
constituting a period of six weeks amenorrhcea between the arti- 
ticial and the tollowing normal ‘‘period.”’ 

Ovulation is theretore apparently independent of the corpus 
luteum, although the actual menstrual period is intimately asso- 
ciated with the loss of the jutein hormone. 

Shaw has pointed out that ovulation normally occurs in the 
human female between the 13th and 17th day of the menstrual 
cycle and that proliferation ot the corpus luteum continues until 
the 19th day. On this basis ovulation could not have taken place 
in the present instance until about July 7th or 29 days after excision 
of the corpus luteum, in spite of the fact that two apparentiy 
mature follicles were present at the time of operation. Had 
rupture occurred earlier than this the new corpus luteum -would 
have developed and degenerated iong before July 22nd when the 
next menstrual abortion actually took place. 

These observations therefore confirm Shaw’s contention that 
the process of follicle ripening is periodic and responsible for the 
rhythm of ovarian activity. Foilicle rupture, however, is not 


influenced by any hormone elaborated by the preceding corpus 
luteum. 


THE Liguor FOLLICULI AND MENSTRUATION. 

In view of these facts and of the experimental work of Allen 
and D’Oisy and Dodds and Wright upon the production of the 
cestrus cycle in odphorectomised rats it appeared of interest to 
investigate the clinical effect of injection of fresh liquor folliculi 
in the human female. 

On three recent occasions in the course of laparotomies for 
chronic appendicitis and when the pelvic organs were normal 
the opportunity was taken of aspirating the liquor folliculi from 
mature follicles and injecting the fluid into the blood stream 
vid the median basilic vein. The experiments took place during 
the mid-point of the sexual cycle and the date of the subsequent 
menstruation was not influenced by the procedure. Amounts 
varying from }.c.c.—1.c.c. of liquor folliculi were injected intra- 
venously without producing any clinical effect whatsoever, either 
general or local, as evidenced by hyperemia, increased uterine 
secretion, the production of uterine hemorrhage or alteration in 
the blood pressure. 

It was concluded therefore that the liquor. folliculi in the 
human species is inert in so far as any influence upon the pro- 
duction of cestrus or the menstrual function is concerned. In this 


respect it appears to differ from the follicular secretion in certain 
lower animals. 
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Fig 2. Photomicrograph of Corpus Luteum x 6}, 
removed on 16th day of the Menstrual Cycle. There 
is no haemorrhage into the cavity. 


Fig 3. Structure of Corpus Luteum on 16th day of 
Menstrual Cycle showing proliferation of Granulosa 
cells. x 60, 
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Fig 4. Photomicrograph of Menstrual Lochia 
showing ‘ghost’ of Uterine gland. There is much 


infiltration with Polymorpho-nuclear cells. x 300. 


Fig 5. Photomicrograph of Menstrual Lochia 
showing degenerate Uterine glands and a fragment of 
Endometrial stroma (A). 
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Fig 6. Section of Menstrual ‘clot’ or abortion in 
the Uterine cavity on the ist day of Menstruation 
artificially produced by excision of the Corpus. Liteum. 
Note the ‘high’ condition of the epithelium of the 
glands in the section. There is no dilatation of the 


Lumen, 


Fig 7. Photomicrograph of a gland in the Mens- 
trual clot undergoing Autolysis. A fragment of 
another gland. which has necrosed is shown at (A). 
At (B) stroma cells are in process of autolysis. x 300. 


Fig 8. A low-power photomicrograph of tissue 
from the anterior wall of the Uterus showing extensive 
extravasation of blood into the Endometrium, and 
formation of the Menstrual clot by detachment of the 
superficial layers. x 4o. 


Fig 9. Section of Endometrium from the anterior 
wall of the Uterus, showing the extensive necrosis 
and ‘crumbling’ of the tissue which followed excision 
of the Corpus Luteum. The glands are not dilated. 
x 60. 
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Fig 10. A section through the deeper layer of the 
Endometrium, showing a gland with ‘high’ epithelium 
and secretion in its lumen. x 300. 


Fig 11. Section of Endometrium from Fundus 
Uteri showing dilated and cystic condition of glands 
produced by constriction of the ducts by extravasated 
blood and cellular exudate. x 60. 
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Fig 12. Section of Endometrium from posterior 
Uterine wall in process of necrosis. Note the dilated 
cystic gland in the centre of the field due to obstruction 
of the duct. x 60. 


Fig 13. The cystic gland in Fig 12 under higher 
magnification showing crenation and ‘fern-like’ tufts 
usually regarded as diagnostic of the “premenstrual” 
phase of Endometrial activity. The artificial ‘period’ 
in this case occurred on the 18th day of the Menstrual 
cycle. For explanation see text. x 300. 
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Fig 14. Photomicrograph of transverse section through 
the entire Endometrium and lumen of the Uterus on 
the first day of normal menstruation. The lumen is 
occupied by the Menstrual clot or abortion. The 
Menstrual Endometrium or Decidua is differentiated 
into a ‘stratum compactum’ and ‘stratum spongiosum’. 
The latter is joined by the dilated and cystic glands 
resulting from constriction of their ducts by the 
Stratum Compactum. 


Fig 15. The Menstrual ‘Clot’ occupying the lumen 
of the Uterus on the first day of normal menstruation. 
The clot is formed by the products of necrosis of the 
superficial layers of the ‘stratum compactum’. 
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Fig 16. Section showing a dilated and degenerate 
gland among the products of necrosis and autolysis, 
in the Menstrual Clot of a normal healthy Uterus on 
the first day of the Menstrual Cycle. 


Fig 17. Section through the Endometrium on the 
first day of Menstruation, showing collapsed glands 
separated from the basement membrane as a result of 
the sudden escape of retained secretion. Comparison 
with fig 15 will show the relation of the section to the 


adjacent necrosis of the Endometrium the 
Menstrual clot. 
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Tue RELATION OF THE OVUM TO THE CoRPUS LUTEUM 
AND MENSTRUATION. 


The problem still remains as to what is the cause of the degene- 
ration in the corpus luteum which produces menstruation. The 
suggestion is here put forward that this deciding factor is the 
death of the ovwm. When the ovum leaves the follicle it takes 
with it in the form of the Corona Radiata several layers of 
follicular epithelium from the ‘‘granulosa’”’ layer. It is important 
to note that these cells are identical with the cells which Bischoff, 
and more recently Shaw, have shown to develop subsequently 
into the corpus luteum. There is in other words, at the dehiscence 
of the follicle, a splitting of the available ‘“‘granulosa’’ material. 
The major part remains in the ovary, undergoes rapid pro- 
liferation and functions as the corpus luteum. The minor 
residue develops the ovum and forms the remarkable structure 
known as the corona radiata. About the subsequent history of 
the unfertilized human ovum and its attendant cells nothing 
is as yet known. To ensure its normal development fusion with 
the spermatozoon must occur and it is reasonable to. presume that 
if this fusion does not take place within a definite period of time 
death of the ovum will invariably follow. Death of the ovum 
with the corona radiata and absorption of its products in all 
probability acts like a vaccine and produces a ‘‘negative phase.”’ 

It is suggested that this negative phase is responsible for and 
initiates degeneration of the cells of the corpus luteum—cells 
which are morphologically identical with ‘the corona radiata. 
Cnce this degeneration is instituted the subsequent physiology 
is in a great part proved. Necrosis of the developing uterine 
decidua occurs with rupture of capillaries and escape of the 
retained uterine secretion; there is an outpouring of pituitary 


secretion and finally expulsion of the products of the infertile 
abortion as the menstrual lochia. 


There is indeed strong clinical evidence available in support 
of the theory which is put forward. The most potent argument 
is the continued developement of the corpus luteum when survival 
of the ovum is effected by fertilization. Again, in extra-uterine 
gestation necrosis of the decidua and the onset of uterine 
hemorrhage coincides with death of the ovum, whilst the asso- 
ciation of a degenerate and often cystic corpus luteum in con- 
nection with this accident is well known. 


CONCLUSIONS. 


1. Excision or degeneration of the Corpus Luteum results 
in necrosis of the endometrium. 
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2. Ovulation is not influenced by the Corpus Luteum but is an 
index ot rhythmic ovarian activity. 

3. The Liquor Folliculi in the human species has no specific 
function in the sex cycle. 

4. Menstruation is the monthly abortion of the developing 
decidua of an unfertilized ovum and the menstrual discharge is 
the ‘‘lochia’’ of this abortion. 

5. ‘The pre-menstrual endometrium is the menstrual decidua 
and is merely a stage in the development of the complete decidua 
of pregnancy. The pre-menstrual dilation of the uterine glands 
is an artifact produced by the retention of secretion owing to 
constriction of the ducts by the stroma and, later, by extravasated 
blood. 

6. The development and life of the menstrual decidua are 
dependant upon a hormone elaborated by the corpus luteum. 

7. Degeneration of the Corpus Luteum is normally the result 
of a ‘‘negative phase’’ produced by death of the ovum with its 
corona radiata and absorption of its products. The cells of the 
corona radiata are morphologically identical with the large cells 
of the corpus luteum. 

8. The life of the unfertilized human ovum after rupture of 
the follicle is approximately 14 days. 


g. The rhythmic cycle of events in the human female may be 
represented as follows :.— 


13th day. Rupture of the Follicle. 

19th day. Development of Corpus Luteum completed. 

2oth-27th day. Development of Endometrium into Menstrual 
Decidua with differentiation into ‘‘Stratum Compactum”’ and 
“Stratum Spongiosum.”’ 

27th day. (about.) Death of the unfertilized Ovum and production 
of a ‘‘negative phase’ by the dead cells of the Corona Radiata. 

27th-28th day. Commencing degeneration of the Corpus Luteum 
followed by necrosis of the Menstrual Decidua. 

1st-4th day. Continued necrosis of the Decidua and removal of 

the products of abortion by Uterine contraction stimulated 

by Pituitary activity. 


5th-12th day. Regeneration of the Endometrium to complete 
functional activity. 
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The Causation of Still-birth and Neo-natal Death. 


By CurisTIns J. THomson, M.D., Ph.D. (St And.) 


From the Department of Obstetrics and Gynecology, University 
of St. Andrews, 


A. HISTORICAL. 


As far back as the year 1828, M. Orfila!, the celebrated medico- 
legal authority, described with accuracy, the normal and patho- 
logical characters of the organs of the new-born. In the year 1858, 
one of the earliest British papers on ‘‘The cause of death in the 
Stillborn’’ was published by King,? of London. In this paper he 
propounded the theory that long before the entire birth of the 
foetus, the placenta must necessarily be detached from the uterine 
wall, ‘‘as the uterus must be perfectly contracted, when it is expel- 
led.’’ He pointed out that breech-cases are more frequently stillborn 
than vertex cases, reasoning that owing to uterine contraction, 
detachment of the placenta must occur immediately after the expul- 
sion of the feet, and the life of the child thus be placed in jeopardy. 
He did not believe that pressure on the cord was a common cause 
of asphyxia, but held that “‘bleeding into its own detached 
placenta”’ was a frequent reason of the syncope which he found in 
breech deliveries. 

In 1887, a most valuable contribution to the subject of stillbirth, 
was made by Priestley,? in his Lumleian Lectures on ‘‘The Patho- 
logy of Intra-Uterine death.’’ This was the first adequate attempt 
made in Great Britain, to systematize the scattered researches 
which had appeared at home and abroad, up to that date. His chief 
observations are relative to diseases of the placenta, and he deals 
at considerable length with such subjects as hydatid mole, and 
syphilis. 

The year 1888 marked the opening of a decade of notable 
pioneer work on the pathology of the foetus and placenta, and will 
be remembered for a discussion on ‘‘Intra-uterine death ; its patho- 
logy and preventative treatment,’’ held under the presidentship 
of A. R. Simpson‘. 

The following year saw the completion of ‘‘Notes on Anatomical 
and Pathological Conditions of the New-born Infant, with reference 
to Obstetrics,’ by J. W. Ballantyne.’ This thesis is mainly of 
importance as an accurate description of the regional anatomy 
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of the full-time foetus, based chiefly on frozen sections prepared 
by the author. Within the next four years, Ballantyne® published 
“A Case-taking Scheme for Foetal Diseases and Deformities,”’ 
and a paper on ‘‘The Investigation of Foetal Diseases.’’’ 

Research on the placenta was also making headway at this 
time and papers on the subject were published by Fothergill,® in 
1896, and T. Watts Eden® in 1897. In 1902 and 1904 respectively, 
Ballantyne published ‘‘Ante-natal pathology and hygiene: the 
Foetus,’’ and its companion volume, ‘‘The Embryo.’ These works 
had been preceded by a smaller volume in 1891,-an ‘‘Introduction 
to the Diseases of Infancy,’’!? containing numerous anatomical 
data relative to the newborn infant. The two larger volumes 
contain references to the Continental literature on the subject and 
are the classic textbooks on this branch of pathology. 

In 1913, Amand Routh, opened a discussion at the Royal 
Society of Medicine, on ‘‘The Need for Research in Ante-Natal 
Pathology.’’ Since that date, three main lines of work have been 
followed out, namely, statistical investigations into the general 
causes leading to stillbirth; investigations dealing wholly with 
the correlation between maternal syphilis and foetal mortality ; 
and investigations primarily concerned with intra-cranial injuries 
and hemorrhages as a factor in stillbirth and neo-natal death. 
With regard to general statistical investigations, Eardley Holland" 
presented a Report to the Ministry of Health in 1922, on the 
“Causation of Foetal Death,’’ comprising an enquiry into 300 
cases occurring in viable foetuses in which he reported the pre- 
ponderance of deaths due to the complications of labour, and the 
low percentage due to syphilis. : 

In 1921 F. J. Browne! ‘presenting a report on a first series of 
two hundred cases—dealing with neo-natal death, with histology, 
and with the incidence of intra-ventricular hemorrhage—called 
attention to the unexpected frequency of intra-natal and neo-natal 
pneumonia, as found post-mortem. In a series of 153 cases of 
neo-natal death, catarrhal pneumonia was a cause in 48 cases, and 
syphilis accounted for 35, cerebral hemorrhage for 53 of the cases, 
and supra-renal hemorrhage for six. Browne has also drawn 
attention to a special form of pneumonia peculiar to the new-born, 
which he terms the ‘‘acute hemorrhagic pneumonia of infants.’’ 

Whitridge Williams" holds that the recognition and treatment 
of syphilis early in pregnancy, constitutes the most fruitful field 
for the reduction of foetal mortality. Out of a series of 302 still- 
born foetuses of both white and negro mothers, 34.44 per cent. 
were proved te be syphilitic; but this ratio was reduced to 12.12 
per cent. when a series was examined of 99 foetuses born of white 
women only, Williams found that syphilis caused more foetal 
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deaths than pregnancy toxzmia, and almost as many as those due 
to the complications of labour. 

J. N. Cruikshank,!” his statistics being based upon the Was- 
sermann reaction in over 3,500 specimens of material, placental, 
and infantile blood, and upon the clinical records of 1000 cases, 
found that in the case of non-syphilitic mothers, 19.88 per cent. 
of their viable infants were premature, and that of these premature 
infants, 34.51 per cent. were stillborn. On the other hand, 32.54 
per cent. of the viable infants of syphilitic mothers were premature, 
and of these, no less than 68.75 per cent were stillborn. 


Boas and Gammeltoft!® have reported the effects, upon the 
foetus, of anti-syphilitic treatment of the mother during pregnancy. 

With reference to the subject of cerebral injuries and heemorr- 
hages of the new-born, Evelyn Hewer and M. F. Lucas Keene” 
have studied 100 cases specially noting the frequency of tentorial 
tears and cerebral hemorrhages. Their figures are strikingly 
lower than those given by Holland. 


H. C. Cameron,” dealing more particularly with the prognosis 
in this type of case quotes the opinion of Kowitz, who, after 
performing no less than 6000 autopsies, held that the cases of menin- 
geal hemorrhage occurring at birth are gradually eliminated 
by death before the end of the third year of life. 


Kennedy and Cruikshank,”! in a series of 200 mature, and 200 
premature cases, found hemorrhage of greater or less degree 
in 80 per cent. of mature foetuses, injuries to the dural septa being 


much less frequent than those reported from Edinburgh or 
London. 


Strachan”? estimated that fully 30 per cent. of the placentz 
in cases of foetal death showed varying degrees of red or white 


infarction, while ‘‘relative insufficiency’? was found in only one 
out of the 150 specimens. 


In 1916 G. F. D. Smith 23 ina study of 3721 cases from London ; 
and 2441 cases from Dublin, drew the following conclusions :— 
“Bad nutrition at labour, due to insufficient food, greatly increases 
the percentages of dead births and of premature births, slightly 
decreases the average weight of the full-time baby at birth, defi- 
nitely increases the post-natal infantile mortality, has little, if any, 
effect during the first eight or ten days, on the progress of babies 
who live during that time and possibly increases the death-rate of 
babies during the first three or four days of life.’’ 

The second contribution of importance on this subject, was a 
Report published by the Medical Research Committee, on ‘The 
Mortalities of Birth, Infancy and Childhood.’’ In the section on 
“Infant Mortality in relation to environmental cause,’? W. Brend”4 
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found that in Hampstead and Shoreditch,—boroughs with widely 
differing yearly rates of infant mortality, the death-rate of infants 
under one week is practically identical. He also quotes the figures 
given by Doctor Forbes, the Medical Officer of Health for 
Brighton, where the death-rate of babies under one week, per 1000 
births, is 20.4 in the poorest class, and 20.5 in the well-to-do class, 
the rates for the whole year being 144 and 67, for the two classes 
respectively. Dr. Forbes maintains that if his figures are correct, 
then ‘‘the better feeding, the better housing, the freeing of the 
mother from manual work and anxiety before the birth of the child, 
have no effect upon the health of the child at birth.’’ After the 
first week of life, post natal environmental influences obviously 
come into play rapidly. 

With regard to the mortality from developmental conditions, 
Brend concludes that ‘‘the great bulk of these deaths are due to 
some obscure internal derangement of normal processes in the 
mother or infant, which are either independent of the external 
environment, or are due to some factor or factors in the external 


environment equally common among all classes and under all cir- 
cumstances.’’%5 


Poverty has long been considered an important contributory 
cause of stillbirth and neo-natal death, as being productive of 
maternal malnutrition, but Leonard Findlay,?* in the same Report 
points out that the wage element is not a likely factor, as in times 


of famine and industrial trouble, the infantile death-rate generally 
falls. 


M. Bruce Murray,?’ comes to much the same conclusion, as she 
finds- that mothers with insufficient resources, do not produce 


children appreciably inferior in development to mothers who 
are better-off. 


Reviewing the results which have already been obtained in this 
field of research, it would seem that the most promising opportu- 
nities for future work lie in the domains of bacteriology and bio- 
chemistry. Valuable data relative to both subjects, have already 
been summarized in the important monograph by W. M. 
Feldman,”* on ‘‘The Principles of Ante-natal and Post-natal Child 


Physiology. 
B. 
Methods of investigation adopted in the present research. 


The questionnaire was mainly based upon that used by Holland 
in his Report to the Ministry of Health, as it was felt that thereby, 
comparison of results could more readily be made. : 
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The following data were accordingly noted :— 


I. With reference to the mother. 


Age, and whether married or single. 

Enquiry into economic conditions. 

History of previous health, with special reference to infec- 
tion with syphilis or gonorrhoea. 

Previous obstetrical history. 

Health during present pregnancy. 

Duration and type of present labour. 

Wassermann reaction. 

Gonorrhceal Complement-Fixation test. 


Under heading (2), care was taken to ascertain whether the 
mother worked during her pregnancy or not, and if so, for how 
long. In district cases, it was generally possible to ascertain the 
home conditions, either by personal visitation, or from an interview 
with the nurse in charge of the particular case. With indoor 
hospital cases, it was obviously much more difficult to gauge the 
degree of poverty. 

The history of previous health was rarely trustworthy unless 
obtained from the patient’s own doctor, as infection with syphilis 
or gonorrhoea was seldom admitted. 

It was generally possible to obtain a fairly reliable ‘‘previous 
obstetrical history,’’ although, naturally, the mothers were some- 
times unable to give information as to whether a still-born child was 
macerated or not; or to describe the type of complicated labour 
which resulted in a dead-birth. Particulars were nearly always 
obtainable from the mother, as to the present pregnancy, while 
notes as to the actual labour were obtained from the hospital 
records, or from the doctor or midwife who attended the case. 

The serological data are unfortunately incomplete, owing to 
the fact that private practitioners and midwives who sent foetuses 
for examination, were almost invariably unwilling that a specimen 
of the mother’s blood should be taken, unless syphilis was definitely 
suspected. 


Il. With reference to the foetus. 
Only viable foetuses were included in the series, and in each 


case a cémplete post-mortem examination was made, comprising 
the following points :— 


1. Description of the naked-eye appearance of the cadaver 
and its organs, with notes of weight-ratios and measure- 
ments, and calculation of the foetal age from the centres 
of ossification. 
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Examination of the cranium with special reference to tears 
of the dural septa, and to hemorrhage into the lateral vent- 


ricles, 
3. Preparation of sections of the viscera for histological 
examination. 


4. Examination of the principal organs by the Levaditi 
method for the spirocheeta pallida. 

5. Naked-eye and microscopical examination of the placenta, 
with record of weight-ratio, and notes upon the condition 
of the umbilical cord and membranes. 


All the section-cutting and staining was done personally, the 

following being the methods adopted : 
Sections of thymus, lung, thyroid, kidney, supra-renal, liver, spleen, 
placenta, cord, femur, and rib, were stained as a general routine 
with (a) hematoxylin and eosin, (b) Van Gieson’s stain, and, in 
addition, in the case of the placenta and viscera, with (c) methyl 
violet. 

The various slides of each organ were compared with each other, 
and it was found that staining with Van Gieson’s was particularly 
valuable in cases of fibrosis, especially when this occurred in 
macerated foetuses. The object of staining with methyl violet was 
to find out whether amyloid degeneration occurred in the foetus or 
not; and it may be stated at once, that, in the writer’s experience, 
no waxy lesions comparable to those found in post-natal life, were 
discovered. With regard to the placenta, however, methyl] violet 
proved a valuable differentiating agent, as certain portions of fib- 
rinous infarcts were found, in a number of cases, to give a definite 
hyaline or amyloid reaction. This method should, therefore, be 
very useful in future research work on the placenta. The bones 
were examined for chondro-epiphysitis, both by the naked-eye 
and microscopically. Decalcification was carried out, in the earlier 
part of the series by the nitric acid method, and latterly by the 
improved method of primary formalin fixation, followed by decal- 
cification with commercial sulphurous acid. 


C. 
Sources of material. 

Foetuses were obtained from. the Maternity Hospital, from the 
district, and from private practitioners. Although the placenta was 
specifically asked for in each instance, it was unfortunately not 
always sent and in neo-natal cases it was scarcely ever obtainable. 
Any post-mortem examination on a foetus must be considered 
incomplete, without the examination of the placenta, which some- 


times gives the only clue to the cause of death, 
B 
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D. 
Method of Classification. 


The primary causes of death in this series have been arbitrarily 
arranged under three main headings, as follows :— 


I. Maternal States. 
1. Toxzmias of pregnancy. 
Syphilis. 
Acute maternal diseases (e.g. influenza, pneumonia). 
Chronic maternal diseases (e.g. cardiac, renal, pulmonary). 
Hzmorrhages of pregnancy and parturition. 
Complications of labour. 
(a) Prolapse of the umbilical cord. 
(b) Contracted pelvis. 
(c) Malpresentations. 
(d) Dystocia, per se. 
7. Unclassified conditions. 


Il. Foetal and Infantile States. 

Deformities and congenital defects. 

Idiopathic foetal diseases (e.g.‘‘generalized foetal cedema’’) 
Prematurity. 

Post-maturity. 

Intra-cranial stress. 

Pulmonary lesions (e.g. atelectasis, pneumcnia). 

Visceral haemorrhages (e.g. suprarenal). 


III. Placenta] states. (Placental insufficiency). 
1. Infarctions, (white and red). 
2. Intra-placental hemorrhage. 
3. Retro-placental haematoma. 


I. Maternal States. 


In the present series, there were six cases of ‘‘albuminuria of 
pregnancy,’ and three cases of eclampsia. 


(a) Albuminuria. The maternal condition was the primary 
cause of foetal-death in four out of six cases. Of the remaining two 
cases, one foetus died oi ‘‘intra-cranial stress’? due to forceps- 
delivery, and has been classified under that heading, while the other 
died of ‘‘generalized foetal cedema.’’ As the cause of this malady 
is unknown, and the maternal albuminuria may possibly have been 
a coincidence, this case has been classified under ‘‘Idiopathic foetal 
diseases.’ Five of the six foetuses were premature, and three 
of the six were macerated. 

In three of the four foetuses in which death was primarily 
due to maternal albuminuria, the pathological findings were very 
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similar, while in the fourth case advanced maceration masked 
the appearance of the viscera. 

The general picture was that of asphyxia or ‘“‘anaerosis.”’ 
Congestion of organs was invariable, while small petechiz were 
visible on such viscera as the thymus, heart, and lungs. Small 
subcapsular, hemorrhages were frequently present in the liver, 
while in the cranium, subpericranial haemorrhages, congestion 
of cerebral veins, considerable hemorrhage between the layers of 
the tentorium and falx cerebri, and slight circum-cerebellar haemorr- 
hages, were the rule. In two of the cases, there was marked dis- 
tension of the bladder, the urine in one of these cases, (a fresh 
foetus) containing a considerable amount of albumin. Neither 
distension nor albuminuria, however, was found peculiar to this 
type of case. The placenta was unfortunately sent only in three 
instances out of six. In each case it contained infarcts or 
hzmorrhages. 

(b) Eclampsia. Two of the three cases were ante-partum, one 
post-partum and all occurred in primigravide. Two of the 
foetuses were premature and one mature. The maternal condition 
was the primary cause of foetal-death in two of the cases, (Nos. 28 
and gg) while ‘“‘intra-cranial stress,’’ due to forceps-delivery 
accounted for death in the third,No. 74, a fresh, stillborn foetus.) 

Signs of anaerosis, (with the exception of petechize) were present 
in these two instances, while in addition, small areas of focal nec- 
rosis were noted in the supra-renals of case 28. In the other case, 
(No. 99) there were areas of degenerated renal epithelium, and 
the infant (who survived for seven days) did not pass urine for 
three days after birth, and then only in small quantities. A high 
temperature was present from the second day onwards, with con- 
siderable vomiting. 

The placenta was available only in case 74. It showed intra- 
placental hemorrhages. 

Considering the toxzemic cases together, it is noteworthy that 
eight of the nine mothers were primigravide, and that seven of 
the nine foetuses were premature. 

All the placentz showed degrees of red or white infarction, 
with, in the majority of cases, localized intra-placental hemorrhages 
in addition. 

With regard to the actual causation of death, it is highly prob- 
able that bio-chemical research may throw light upon this problem 
in the future. 

2. Syphilis. Fourteen deaths in the present series were due 
to ‘‘certain syphilis,’ one was probably due to syphilis, while 
two further cases of “certain syphilis’? died from other primary 
immediate causes, viz., placenta praevia and retro-placental heema- 
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toma.) The total incidence of proven or probable syphilis is thus 
17 per cent, a figure in close accordance with that of other workers. 
The diagnosis of syphilis was based upon the usual classical 
tests. 

With regard to the mothers, the Wassermann reaction was 
positive in eight cases, (comprising six mothers, owing to the 
incidence of twins,) negative in‘one, and ‘‘not examined”’ in eight. 
In nine of the 17 cases, there was an obstetrical history of 
previous miscarriages, stillbirths, or infantile deaths; and in only 
three cases, a clinical history interpretable as syphilitic. 

It is quite evident, therefore, that either (a) the great majority 
of the mothers had had syphilis without knowing it, or (b) that they 
were deliberately concealing the fact. The weight of evidence 
from all observers points to the conclusion that in such cases the 
manifestations of the disease are either unnoticed at the time, or 
are so slight as to be forgotten in after years. ace 

In addition to the 17 cases of proven or probable syphilis, there 
were three cases of ‘‘possible syphilis’’ in which the cause of death 
was classified either under other headings, or as ‘‘not found.” 
These cases will be briefly referred to at the end of the present 
section. 

There were also three cases in which the maternal Wassermann 
reaction was positive, and two cases in which it was ‘‘regarded. 
positive,’’ but in none of these five foetuses was there any evidence 
of syphilis. 

With regard to the foetuses, prematurity was a striking feature 
in the 17 cases, being present in no fewer than 15 instances. The 
foetal Wassermann reaction was not taken as a routine, as the 
blood had generally undergone hzemolysis before a post-mortem 
examination could be performed. Moreover, as Cruikshank has 
pointed out in his Glasgow statistics,” the Wassermann reaction 
at birth is of little value as a test for congenital syphilis. The 
usual Levaditi method was adopted for the staining of S. pal- 
lida, in the majority of the cases, as it proved equal in value to the 
improved Noguchi technique. The organisms were found in 12 out 
of the 17 foetuses. eters: 

With regard to the external appearances, none of the 17 cases 
showed any rash, but five foetuses were so markedly ascitic as to 
suggest to the eye the presence of the disease. The typical vis- 
ceral lesions were as follows :— 

Peritonitis. This was found, in varying degree, in six cases. 
Definite adhesions, with fibrinous patches were present in each 
instance, and in four of the cases, these adhesions involved the 
spleen. The increased peritoneal fluid was highly albuminous,. 
and in one case solidified on standing. It was generally of a clear 
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golden yellow colour, and contained a few white flakes of fibrin. 
‘In cases of maceration, the quantity was usually sufficient to dis- 
tinguish it from the sero-sanguineous effusions normally found 
‘in these circumstances. In one instance, (a very premature 
fresh foetus) in which the circumference of the abdomen was 14 
inches, the quantity present was 260 c.c., and caused marked 
eversion of the costal margins. In this instance, the fluid was of 
an Opaque orange shade with many red celis, and a specific gravity 
of 1012. 


Liver. Enlargement of the liver was found in five specimens, and, 
in each instance, the spleen was also enlarged. The weight ratios 
of the livers in the 17 cases varied from 12 to 72, the light ratios 
being accounted for by advanced autolysis in cases of mace- 
ration. Monocellular cirrosis was definitely present in seven 
cases, and in one of these (the only case of ‘‘flint liver’’), miliary 
syphilomata also were found. In a further six cases, circum-portal 
fibrosis per se, was evident. This was, in all probability, the early 
stage of a monocellular cirrhosis, and was found to be highly sus- 
picious of syphilis, being only present in one definitely non-syphili- 
tic foetus in the series of 100 cases. Infiltration of the liver with 
embryonic cells was not proved to be characteristic of syphilis, 
being frequently found in healthy foetuses. 


Spleen. Visible enlargement of the spleen was found in no less 
than 12 instances. Athough not diagnostic per se, it was thus a 
very suspicious sign. The weight-ratios varied from 52 to 1289, 
the very light spleens being due to autolysis. Microscopically, 
the Malpighian bodies were sometimes poorly marked, and occas- 
ionally, slight fibrosis of the supporting framework was noticed. 


Lungs. In two cases, marked pneumonia alba was visible to the 
naked eye. In both instances, the organs were unusually volumi- 
nous, very tough, and of a yellowish-white, patchy colouration. 
In one of these cases, on sectioning the root of the lung, a stream 
of thick milky-white fluid appeared, and beads of the same became 
visible on compressing the cut surface of this organ. No pus cells 
were present in the fluid. Microscopically, 10 of the 17 cases 
showed pulmonary lesions, such as interstitial pneumonia. No 
gummata, however, were found. 


Thymus. Fibrosis of this organ was frequently evident, being 
present in eight cases, and, markedly, in four of these. In three 
cases there was a definitely increased number of concentric corpus- 
cles of Hassall, and in one or two other cases, aggregation and 
degeneration of the same structures. Fibrosis of the thymus was 
found, however, in other conditions than syphilis. 
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Thyroid. The degree of fibrosis of this organ differs so markedly 
even in normal foetuses, that it is frequently difficult to say whether 
the condition is pathological or not. It was not a notable feature 
in foetuses affected by syphilis, while the presence or absence of 
colloid appeared to bear no relationship to the disease. 


No definite histological changes were found in the supra-renals 
or kidneys. The latter were, as a rule, increased in weight, but 
this increase was by no means confined to cases of syphilis. The 
pancreas and pituitary were not examined in every case. 


Chrondro-epiphysitis. This was visible to the naked eye in five 
cases, appearing as a thickening of the epiphyseal line, with, as a 
rule, some irregularity. Microscopically, the condition was 
definitely present in five cases, and indefinitely in a further six. 
The majority of these foetuses were macerated. The most notice- 
able change was found in the arrangement of the columns of 
cartilage cells at the epiphyseal plate, and in the variations in 
shape and size of the cells themselves. 


Piacenta. The placenta was fortunately available in 14 of the 
17 cases. The weight-ratios exceeded the normal (which is 
reckoned from 4 to 13) in six of these cases. The ratios of double 
placenta were calculated approximately, 10 of the 14 cases 
showed areas of white infarction of varying size. In three of these 
cases, circumscribed intra-placental hemorrhages were also present, 


wnile in case 57, there was, in addition, a large retro-placental 
haematoma. 


Microscopically, Eight of the 14 placente were typical 
of syphilis, with large, non-vascular villi, while two of these 
contained areas of red infarction, one showed much diffuse 
fresh haemorrhage among the devascularized villi. The remain- 
ing six placentze were ‘‘suspicious of syphilis,’’ three of them 
also showing marked congestion of vessels, and _ diffuse 
intra-placental hemorrhage. In three of the ‘‘suspicious’’ 
placente, a striking pallor was evident on the maternal 
surface, both in the fresh and in the hardened organ. The 
whole placenta was extremely white and spongy, (resembling early 
white infarction in colour, although not in consistence) and this 
spongy tissue extended in one case through fully three-quarters 
of the thickness of the organ. Microscopically, sections of these 
three placentz showed, in certain parts, non-vascular villi which 
were smaller, more elongated, and more ‘‘branching” than the 
usual syphilitic type. An unusual appearance was presented by the 
umbilical cord of one case, in which the wall of the umbilical vein, 
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and its surrounding Whartonian jelly, showed marked round- 
celled infiltration. 

In addition to these 17 cases of proven or probable syphilis, 
there were three further cases of ‘‘possible syphilis’? which have 
been classified under other causes of death. 


3. ACUTE MATERNAL DISEASE. 

Three cases of foetal death were due to this cause. Pneumonia 
accounted for two, while ‘‘influenza and broncho-pneumonia’”’ were 
responsible for the third. 

All the foetuses were premature, and as acute maternal febrile 
conditions frequently cause premature labour, the prematurity, 
per se, must in many cases be the immediate cause of death. In 
others, such as Case 40, in which the foetus was macerated, the 
immediate lethal factor is still a matter of dispute. Various causes 
may be combined, such as placental insufficiency (due to changes 
induced by the circulating toxins), high maternal temperature and a 
decrease of available oxygen for the foetus. Defective oxygenation 
in the mother is due not only to decreased pulmonary intake, but 
to an actual diminution in the number of red blood corpuscles. 
As is well-known, the number of red cells in pneumonia is inversely 
proportionate to the temperature, while the number of leucocytes 
is directly proportionate to the same. 

The placenta of Case 40 was a striking illustration of foetal 
death from want of oxygen. The maternal blood-spaces were 
crowded with white cells, instead of the oxygen-bearing eryth- 
rocytes, while the vessels of the villi contained normal red 
corpuscles. It was also interesting to note that the smaller intra- 
placental hemorrhages in this specimen contained very few leuco- 
cytes, pointing to the probability of these extravasations having 
taken place before the maternal leucocytosis was fully established. 


4. CHRONIC MATERNAL DISEASE. 

Under this heading are classified three cases of acute cardiac 
failure and two of chronic renal disease with exacerbation during 
pregnancy. The foetuses in these cases were all premature, or 
slightly premature, and it is significant that four were macerated, 
and only one was fresh. All showed signs of anaerosis. In one 
case there was also “‘possible syphilis.’’ The three placentz 
which were available for examination, presented varying degrees 
of infarction, one of them (acute maternal cardiac failure and 
“possible syphilis’?) showing in addition, a very large retro- 
placental hematoma, with numerous intra-placental hemorrhages. 

This type of case, in which ineurable organic maternal disease 


is present, is perhaps one of the least hopeful with regard to future 
reduction of foetal mortality. 
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5. .HasMORRHAGES OF PREGNANCY AND PARTURITION 

Six cases of intra- or neo-natal death occurred in this group, 
comprising three cases of placenta praevia with ante-partum 
hemorrhage, and three cases of accidental haemorrhage, one 
of which was slight. 

It is noteworthy that all the mothers were multipare. Five 
of the six foetuses were premature, all were fresh and all were still- 
born, with one exception, an infant which survived for 6} hours. 

Internal version was performed in the three cases of placenta 
previa, two of the original presentations being vertex, and the 
third transverse. 

Signs of acute anaerosis, of varying degree, were present in all 
six foetuses, and, on microscopical examination, small interstitial 
haemorrhages were found in various organs. It was interesting 
to note that the kidneys invariably showed these hemorrhages in 
the boundary zone between cortex and medulla, in the region of 
the arterial and venous arches. 

The placentz were fortunately available for examination in all 


six cases, and in every instance, definite white infarction was 
present. 


6. COMPLICATIONS OF LABOUR. 
The 20 cases in which foetal death was primarily due to the 
complications of labour, have been divided into four groups. 


(a) Prolapse of the umbilical cord. (3 cases) 
(b) Contracted pelvis. (1 case ) 
(c) Malpresentations. (7 cases)- 
(d) Dystocia per se. (g cases) 


(a) Prolapse of the wmbilical cord. 
The three cases occurred in the ‘‘district,’’ or in the practice of 


midwives, a doctor being summoned only during labour. All the 
mothers were multipare. 


(b) Contracted pelvis. 


Although there may have been minor degrees of contracted 
pelvis, in only one case was definite contraction noted on the case- 
sheet, or mentioned by the medical attendant. The delivery was 
not instrumental, but the infant died on the sixth day, having 
suffered from facial paralysis and convulsions. 


(c) Malpresentations. (excluding cases noted under ‘‘prolapsed 
cord’’) 
These- include three cases of transverse presentation (in one of 


which the primary cause of death was placenta previa, and five 
cases of breech presentation. 
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(d) Dystocia per se. 
Under this heading are included nine cases of delayed or difficult 
labour, in four of which there were occipito-posterior positions of 
the head. Seven ot the cases were forceps-deliveries. 

On analysis of the total cases, data with regard to ante-natal 
care were obtainable in 14 instances. Nine of the mothers had been 
under supervision either by doctors or midwives, during at least 
the latter half of pregnancy ; another two had been asked to come 
to hospital for examination, but had omitted to do so; while the 
remaining three had never been examined. 

Although pre-natal care cannot obviate some of the unforeseen 
complications occurring during labour, these cases never 
theless emphasize the necessity for a better training of medical 
students in ante-natal methods. They also point to the conclusion 
that all patients who are to be attended by midwives should 
undergo careiul examination shortly before labour, by a doctor 
experienced in such methods. 

The foetal post-mortem findings in these 21 cases of com- 
plicated labour, showed marked general similarities. All presented 
features which have already been summarized under ‘‘acute anae- 
rosis,’’petechiz being almost constantly found on lungs, thymus, 
or heart. The liver was markedly congested in every case, sub- 
capsular hemorrhages being frequently found. In five instances, 
marked hemorrhages were seen in the lungs, and in nine cases, 
hemorrhages in kidneys or supra-renal bodies. 

These findings are specially referred to, under “Visceral 
hemorrhages.’’ (Part II., Foetal States.) 

Evidence of intra-cranial stress was present in the majority of 
the cases, septal tears being found in 12 foetuses, and cerebral 
hzmorrhage of greater or less degree, in 16. The total number 
of lesions of this type occurring in the whole series; is classified 
and summarized under ‘‘Intra-cranial Stress,’’ in Part II. 


7. UNCLASSIFIED MATERNAL STATES. 

Three cases are included under this heading, namely one of 
‘chorea gravidarum”’ (impacted breech, death being due primariiy 
to the malpresentation), one of maternal laparotomy for supposed 
appendicitis, (foetus stillborn on following day), and one of mater- 


nal death from a ruptured aneurism of the left renal artery 
undelivered. 


Il, Fartar States. 
1. Deformities and congenital defects. 


No fewer than 12 cases of this type occurred in the series. Ten 
of these were obtained from. Dundee Royal Infirmary, but as at 
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least two additional cases of anencephaly occurring there were 
not available for post-mortem examination, two equivalent cases 
from private doctors have been included. The figure may, 
therefore, be taken as the actual number of Infirmary cases. All 
other specimens of this type were discarded, as tending to give rise 
to over-estimation of. percentage, since private practitioners ‘were 
much more likely to send in specimens with gross defects than 
normal foetuses, 

Holland!* found only five per cent. of foetal deformities in his 
London series of 300 cases, all instances of ‘‘general cedema of 
the foetus,’’ being included in this figure. The undoubtedly high 
percentage of malformations in the present series is striking, but 
corroborates the opinion of local doctors, that such cases are 
unusually common in Dundee. Three specimens of gross mon- 
strosity, for example, were sent to the writer within three months, 
from one private practice alone. Unfortunately, no statistics are 
available for the whole city, with regard to the total incidence 
of foetal deformities. 

Exclusive of cases of generalized oedema, which have been rele- 
gated to the next section, the 12 cases may be grouped as follows : 


(a) Anencephalus. (5) 


Case 13. Anencephaly. Bilateral cystic kidneys. Great 
hypertrophy of bladder. 

Case 39. Anencephaly. 

Case 58. Anencephaly + spina bifida (cervical and thoracic 
region.) Very large umbilical hernia containing 
the entire liver and coils of intestine. 

Case 63. Anencephaly + spina bifida (upper cervical region). 
Non-rotation of colon and appendix. 

Case 84. Anencephaly + spina bifida (upper cervical 

region.) ‘‘Kinking”’ and dilatation of both ureters. 


(b) Hydrocephalus. (4) 
Case 64. Hydrocephaly + spina bifida (lower dorsal and 
upper lumbar regions.) 
Case 80. Hydrocephaly. 
Case 101. Hydrocephaly + spina bifida, with meningomy- 
locele. Lived 7 days. 


(c) Other congenital defects. 


Case 27 Premature ossification of cranial sutures. 
Case 95. Congenital heart-disease. (Patent foramen ovale, 
with great hypertrophy of ventricles.) Lived 6 days. 
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Large pseudo-diaphragmatic hernia (left), contain- 
ing bulk of left lobe of liver, the spleen, splenic 
flexure of colon, and fundus of stomach. Post- 
mature. Lived 8 hours. (Primary cause of death, 
post maturity, causing dystocia.) 


Nine of the 12 mothers were multipare, and none had 
previously borne malformed foetuses. It is interesting to note that 
the mothers of cases 63 (anencephaly) and 64 (hydrocephaly) were 
first cousins, but there was no fiistory of deformities in the family. 

Syphilis did not appear to play an appreciable part in the 
etiology of any of these 12 cases. The Wassermann reaction was 
positive in one instance, but the foetus showed no evidence of 
syphilis. With one exception, all the specimens were fresh. Seven 
were premature, and five mature, three of the latter being neo-natal 
cases. It may also be noted that seven of the nine cases of anen- 
cephaly and hyprocephaly were females. No association was 
found between placental disease and foetal malformation. 

The Thymus gland was present in every instance. In two of 
the anencephalitic foetuses, it was unusually heavy, [No. 13, 15 
grms., and No.63 (very premature foetus), 10 grms.] in all of the 
hydrocephalic foetuses, it was lighter than the average weight in 
grammes, for the period of gestation, while in the group of less 
gross congenital defects, it was unusually heavy in two cases, 
(No.27. 17 grms, wt.-ratio 221, and No.g7, 22 grms.wt.-ratio 218.) 
It was noteworthy that in case 101 (Hydrocephaly), definite 
adhesions were present between the hemispheres and falx cerebri, 
pointing to a probable antecedent inflammation. Unfortunately, 
bacteriological examination of the cerebro-spinal fluid was imprac- 
ticable in this instance. 

With regard to the microscopical appearances, the great 
majority of the cases showed interstitial visceral haemorrhages. 


2. Idiopathic fetal disease. 
Under this heading are included the two cases of ‘‘general 
cedema of the foetus.’’ 
Case 60 Macerated, fulltime (hydramnios present), marked 
dilatation of pelves of kidneys, dystocia. Mother, 
a 10-para. 
Case 75. Macerated, premature. Mother admitted for ‘‘albu- 
minuria of pregnancy.’’ 1 Para. 


Both these foetuses presented the typical features of the 
disease, viz:— translucent skin, with subcutaneous gelatinous 
oedema, pallor of viscera, and excess of pleural and peritoneal fluid. 
It was quite obvious, from the greyish colouration of the muscles, 
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and the pale yellow hue of the ‘‘red’’ marrow, that the condition 
was characterized by a marked diminution of haemoglobin. 

Comprehensive analysis of the blood of both mother and feetus, 
in a series of cases of this type, might do much to throw light upon 
its obscure ctiology. 

The placenta was available in only one of the cases. It 
presented the usual voluminous, pale, ‘‘woolly’’ appearance cha- 
racteristic of the condition. 

Microscopicaily, the histological appearances were ruined by 
the maceration present, but both icetuses showed an increase of the 
concentric corpuscles of Hassall in the thymus gland, circumportal 
fibrosis of the liver, and fibrosis of the lung. This increase in the 
number of the concentric corpuscles, although not peculiar to cases 
of generalized oedema, is interesting in view of Watney’s®® con- 
clusion that the thymus is one of the sources of the red blood-ceils 
in the foetus. He observed that hemoglobin is found in the gland 
either in cysts or in cells situated near to, or forming part of, the 
concentric corpuscles. It is therefore a probability that in certain 
foetal diseases, the increase in these corpuscles may be Nature’s 
effort to provide an additional supply of haemoglobin, . 


3. Prematurity. 

Six cases have been included under this heading, although 
it is questionable whether several of these should not rather have 
been classified as ‘‘Primary cause of death not found,”’ since theore- 
tically there must be a primary cause for the prematurity itseli, 
although this is not always discoverable. 

The pathological findings in these instances were practically 
all referable to the state of physiological immaturity in which the 
foetus was born, especially with regard to the delicacy of the vessel 
walls, and the sluggishness of the respiratory centre. No evidence 
of syphilis was present in any of these cases. It is greatly to be 
regretted that the placenta was sent with only one foetus, as there 
is little doubt that had this organ been examined in every case, 
valuable clues as to the actual cause of death would have been dis- 
covered. Microscopically, the viscera invariably showed congest- 
ion, with interstitial haemorrhages in several instances. 


4. Post maturity. 
Three instances of this occurred in the series, all giving rise 
to dystocia. In each case the mothers were multipare. Two of 
the foetuses were instances of 10 months’ gestation, and the third, 
of 9} months’, as calculated from the last menstrual period. 
All were cases in which rectification of position, and timely 
induction of labour, would probably have saved the foetal life. 
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Despite the condition of asphyxiation to which these foetuses 
had been subjected during birth, the post-mortem evidences: of 
acute anaerosis were surprisingly few. The relative absence of 
petechiz and visceral haemorrhages was no doubt due to the excep- 
tional development of the vascular system, Septal tears, however, 
were present in every case. 


5. Intra-cranial stress. 


This condition is manifested by such gross lesions as cerebral 
hemorrhage, and tears of the falx cerebri and tentorium cere- 
belli. It was found in the present series, in mature and premature 
foetuses, -both fresh and macerated. Instances occurring in the 
latter have not, however, been included in this section, as, owing to 
post-mortem autolysis, tears may occur in such cases, without any 
special strain. A total of 23 cases of septal tears was found in fresh 
foetuses. Twelve of these occurred in cases in which death was 
primarily due to the ‘‘complications’’ of labour, and all of them in 
cases in which death has been assigned to other adequate primary 
causes. In two of the 23 cases, the presentation was uncertain, 
-birth having taken place before the arrival of the attendant, but in 
the other 21 cases, the findings may be summarized as follows :—- 


Presentation. Cases of Septal tears. 


Total 21 


Considering the number of fresh foetuses in the whole series, 
(exclusive of such cases as anencephaly) we find that out of 59 cases, 
the total incidence of septal tears is 35 per cent. Further classify- 
ing these 59 cases into vertex and breech deliveries, we find that 
out of a total of 43 vertex cases, 13, (or 30 per cent.) showed 
septal tears, while out of a total 16 breech deliveries, eight 
(or 50 per cent.) gave evidence of the same. While these 
figures are, of course, too small for statistical purposes, they 
nevertheles support the now generally accepted conclusion that 
breech delivery is much more likely to cause such injuries than 
vertex delivery. 
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The sights of these lesions may be briefly cna as 
follows :— 


Tears of the tentorium cerebelli. Cases. 
Bilateral. Complete 
Incomplete 


One complete, and one , incomplete 
Unilateral. Complete 
Incomplete 
Tears of the falx cerebri alone 


wwwn 


Total 23 


Case 34 (bilateral incomplete tentorial tears) also showed a 
complete right tentorial tear, while Case 98 (bilateral complete 
tentorial tears) presented in addition an incomplete left tentorial 
tear. When a tentorial tear was incomplete, it was invariably the 
upper layer of the tentorium which had given way. 

Tears of the falx cerebri were found in 11 cases in all, in nine 
of these, there was in addition tentorial tears, mainly bilateral. 
The fenestration which is not uncommonly found in the anterior 
part of the falx cerebri, even in aduit subjects, appeared to be 
a predisposing factor in a number of these cases. 

Intra-cranial hemorrhage of greater or less degree was an 
invariable accompaniment of septal tears, but bore no direct pro- 
portion to their extent. These tears, of course, do not cause foetal 
death per se, although the associated hemorrhage is often fatal. 
There was no instance in the present series, in which the primary 
cause of death could be dogmatically classified as ‘‘intra-cranial 
stress’’, since other predisposing factors, such as prematurity, 
and abdominal presentation were invariably present. It is of 
interest, however, to note the total incidence of cerebral hzmorr- 
hage, and the type of case in which it most frequently occurred. 


The following table shows the primary cause of death, in the cases 
of cerebral haemorrhage. 


Primary cause of death, Ham. + tears. Hem.. alone. 
Complications of labour. 12 4 
Toxemias of pregnancy. 4 
Placenta previa and accidental 

hemorrhage. 2 2 
Maternal pneumonia. I 
Prematurity. I 3 
Postmaturity. 4 


‘ 
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Pulmonary conditions 
(Foetal). 

Visceral haemorrhage. 

Deformities. 

Placental insufficiency. 


- 
~— 


Total 23 17 


Of these 40 cases of cerebral haemorrhage, 18 were premature, 
and 22, mature. 

With regard to the site of the buebincnstinages the majority were 
in close relationship to the dura mater. This membrane lines 
the bony cranium as a double layer, the inner of the two layers 
forming the septa which dip in as partitions in relation to the 
hemispheres and cerebellum. At the foramen magnum, these two 
layers are firmly adherent to each other, and to the margins of 
that opening. Below the opening, the outer layer is continuous 
with the periosteum lining the spinal column, while the inner 
layer is prolonged downwards as the spinal dura mater. Hence 
a blood extravasation between the two layers of the cerebral dura 
cannot filter downwards, external to the spinal membranes, but is 
confined within certain limits. 

While, of course, hemorrhage was frequently found at several 
different sites in any one foetus, the following classification of 
position may be of interest. 


Cases. 
Hemorrhage within the septa, or in close 
relation to the dural layers... .. 
Hemorrhage between the inner dural layer aad: 
the brain substance 
Tizmorrhage into one or both lateral ventricles .. 8 
Circum-cerebellar hemorrhage ... ... ... 12 


It is worthy of note that intra-ventricular hemorrhage was 
entirely confined to premature foetuses; and that in only one case 
was it copious in quantity. The degree of hemorrhage present 
was classified as ‘‘severe,’’ ‘‘moderate,”’ or ‘‘slight.’’ The cases 
of severe hemorrhage were 10 in number, and comprised, in the 
majority of instances, a diffuse layer of fluid blood over the surface 
of the brain, together with accompanying circum-cerebellar clots. 
Ten further cases were classified as ‘‘moderate’’ in degree, while 
the “‘slight’’ cases numbered 20. In the severe types of hzmorr- 
hage, especially when the clots are localized in the ventricles, or are 
massed around the cerebellum, it is highly probable that pressure 
effects, combined with the loss of blood from the general circulation, 
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account for the death of the foetus. On the other hand, the 
moderate and slighter degrees of haemorrhage are so frequently 
found, that they may also be regarded as normal accompaniments 
of the process of birth, which undergo absorption later. 


6. PutMonary LESIONS. (EXCLUSIVE OF SYPHILIS.) 


Lesions of this type were the primary cause of death in nine 
foetuses. The following table shows the conditions present :— 


‘Causé of death. Mature... Premature 
_Asphyxia from inspirated meconium... «+. 
_Massive intra-pulmonary. hemorrhage 


(v. slightly prem.) 


Total 5 


4 


In addition to the above-mentioned foetuses, a considerable 
number of cases in which death was primarily due to other causes, 
showed lesions of varying degree in the lungs. . The conditions 
may now be briefly considered. 

Atelectasis. This was partial, or complete, in two mature, and 
in seven premature foetuses, being accounted for, in the latter, 
by imperfect physiological development of the respiratory appartus. 
In one of the mature cases, (No. 95) there was also congenital heart- 
disease, but in the other (No. 100), as labour was easy, it was diffi- 
cult to account for the condition being present. A certain degree 
of interstitial pulmonary hemorrhage was a common accompani- 


ment of the atelectasis, but was generally localized, and of the non- 
massive type. 4 


Asphyxia from inspired meconium. 

This condition was found in four mature foetuses, all of which 
were vertex cases and stillborn. Three of the mothers were multi- 
pare, their labours being short and easy. It is hard to understand 
why foetal distress should have arisen in such instances, as there 
was no history suggestive of premature separation of the placenta. 


Pressure of the cord in utero, is a possibility which must be kept 
in mind. 


A catarrhal type of pneumonia was present in three stillborn, 
and in four neo-natal cases. Two of the stillborn foetuses were 
associated with difficult or complicated labour, but the third was 
born before the-arrival of the attendant, and is Of special interest, 
as ne vaginal examination had been made. Unfortunately, no 
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data relative to the time ot rupture of the membranes was available. 
The mother herself was in good health at the time of delivery. 

The four neo-natal cases included three instances of the con- 
dition which F.J. Browne! has termed “hemorrhagic pneumonia 
of infants.’’—and in these foetuses the lungs were almost black with 
hemorrhage, and practically solid on being cut. Microscopical 
sections showed marked distortion of the normal appearance of the 
lung, with great irregularity of staining. Numbers of alveoli were 
ruptured by massive extravasations, while -the vessels were 
markedly distended with red blood corpuscles. Many swollen 
catarrhal cells were visible in the alveoli, but very few polymorpho- 
nuclear leucocytes. The trabeculz were, as a rule, infiltrated with 
blood while the lumina of the bronchi were filled with red 
corpuscles, catarrhal cells or proliferating or disintegrated 
epithelium. The presence of catarrhal pneumonia in cases of 
intra~pulmonary hemorrhage was sometimes extremely difficult 
to diagnose. In three other foetuses, (Nos. 34, 51, and gg) in 
which widespread extravasations were present, the condition 
of the lungs was suggestive of hemorrhagic pneumonia but the 
findings were not absolutely diagnostic. 


D. Intra-pulmonary hemorrhage, per se. 

This lesion was frequently found throughout the whole series, 
although it varied greatly in extent. It was present in 50 per cent. 
of the fresh mature, and in 28 per cent. of the fresh premature 
foetuses. The slighter manifestations merely took the form of 
a diffuse intra-alveolar hzmorrhage, without rupture of the 
alveolar walls, and were frequently present in lungs which showed 
some degree of atelectasis. 

Thirteen cases showed extensive extravasations, with rupture 
of contiguous alveoli. In five of these cases, the hemorrhages were 
massive, with much denosition of pigment. The bronchi were 
filled with red corpuscles, and the blood-vessels showed marked 
circum-vascular effusions. It was of interest to note that the 
majority of the instances of presnancy toxemia showed consider- 
able pulmonarv hemorrhave. The latter was also frequently found 
in cases of dvstocia. In one case. clots were present in the pleural 
cavity, in addition. This infant, a male, survived birth for several 
hours, and was possiblv the subiect of hzemonhilia. as considerable 
bleeding also took place from the cord. 


Viceral hamorrhages. 

Under this heading are included all cases of visceral haemorr- 
hage which have not been considered in previous sections. In one 
instance it was primarily responsible for the death of the foetus, 


(Case 52. Severe abdominal bleeding from rupture of left supra- 
Cc 
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renal capsule.) These hemorrhages may be classified into two 
main groups, supra-renal, and renal. The first group comprises 
13 cases, the great majority of which were not extensive in type. 
it is possible that the numbers in this group may have been 
over estimated, as it was frequently difficult to decide, (in the 
absence of clots), whether slight hemorrhage, or merely marked 
congestion of the organ, was present. Ten of the foetuses 
showing supra-renal hemorrhage were stillborn. The remaining 
three survived for 6 hours, 16 hours, and 7 days, respectively, 
the last mentioned, (a slight case) dying of congenital heart 
disease. Of the 13 cases, five were delivered with the forceps, 
and four were breech presentations, (either naturally, or after 
version). The hemorrhage was bilateral in six instances. In the 
remaining seven cases it was unilateral, and mainly on the right 
side. In three specimans, both cortex and medulla were involved, 
rupture having taken place in Case 52, with consequent severe 
abdominal hemorrhage. It is difficult to be dogmatic as to the 
precise part which the majority of these haemorrhages played in 
the actual causation of foetal death, as in most of the cases, at least 
one other adequate cause was present, such as cerebral hzmorr- 
hage or atelectasis, 

The five cases of renal hemorrhage have already been classified 
under other primary causes of death. 


PART III. PLACENTAL STATES. 


The placenta was sent in 57 instances, out of a total of 74 
still-borns. In neo-natal cases, it was hardly ever obtainable. 

It is frequently difficult to decide, in an organ in which senile 
degeneration is normal at term, whether the condition present is 
pathological, or merely an exaggeration of the usual findings. 
The factor of foetal maceration must also be taken into account, as 
authorities such as Watts Eden ® hold that infarction undoubtedly 
increases in extent, after the death of the foetus. Bearing these 
facts in mind, it is surprising that only 14 placentz in the series, 
could strictly be termed ‘‘normal,’’ according to present standards. 

Seven of these 14 placentz contained one or more small nodular 
white infarcts, easily visible to the naked eye, while four of them, 
(all associated with fresh still-born foetuses), showed a greenish 
discolouration of the membranes, such as is commonly described 
in the text books as an accompaniment of maceration. It may be 
noted here, in passing, this colouration was found only in one pla- 
centa, and that belonging to a macerated foetus In fresh cases it is 
generally due to the passage of meconium by the foetus before birth, 
in instances of dystocia or asphyxia. 
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With regard to the placente in which more or less evidence 
of disease was present, these were 30 in number, after deduction 
of the cases of syphilis which have already been considered. In 
six of these instances, (three fresh foetuses, and three macerated,) 
the placenta showed infarctions or haemorrhages, and this was 
classified as the primary cause of death. In the three fresh cases, 
the placental condition was the only obvious cause for the pre- 
maturity which had prevented the infant’s survival. 

Considering the 30 placentz together, various combinations of 
lesions were visible to the naked eye, and will now briefly be dealt 
with. 

INFARCTION. 
A. Red Infarction. 

This was easily seen, in 13 cases, and was combined,.in the 
majority of instances, with other placental lesions. Clinically, two 
of these cases were associated with ante-partum hemorrhage due 
to placenta previa, and one with albuminuria of pregnancy. 

The infarction was widespread in seven of the specimens, 
generally in combination with white infarction or intra-placental 
hemorrhage. It was surprising to find that in these seven 
instances, there was no evidence of disease in the mother, with the 
exception of a positive Wassermann in one case. 

In the hardened placenta, the area of infarction was of a much 
darker red than the remainder of the placenta tissue. Microscopi- 
cally, the villi were usually crowded, and their capillaries distended 
with erythrocytes. Definite small hemorrhages were also frequently 
present in the intervillous spaces, while in one or two instances, 
the villi themselves were infiltrated with red cells, due to rupture 
of their distended vessels. 


B. White Infarction. 

This was found, in more than normal degree, in 25 instances, 
generally in association with other morbid placental states. In 
nine cases, (6 fresh and 3 macerated) the process was extensive, one 
placenta, for example, containing no less than 20 infarcts, varying 
in size from a pea toa small plum. Clinically, these nine cases of 
widespread infarction included two instances of accidental haemorr- 
hage, but, strange to say, none of the instances of pregnancy 
toxemia (in which, however, few of the placente were available 
for examination). 

To the naked eye, several different types of infarction were 
evident, although it is possible that some of these may be merely 
different stages in the same process. These types were as follows : 

(a) Sharply circumscribed, uniformly firm, white nodular 
infarcts. Such infarcts were generally few in number, were found 
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in otherwise healthy placentz, and have therefore been considered 
normal in the full-time organ. Their position varied. Frequently 
they were visible on the foetal surface, shining through the mem- 
branes, but were also found on the maternal surface, or scattered 
throughout the placental substance. A favourite site was near the 
periphery of the organ. 

(b) Irregular, larger areas, less dense, and much less sharply 
defined irom the surrounding tissues. These areas were generally 
accompanied by red infarction, or intra-placental hemorrhage, and, 
in their earlier stages, were sometimes visible as whitish rings 
surrounding a firm dark central area. 

(c) A diffuse type of white infarction, spread over almost the 
the entire maternal surface, and commencing in parts to penetrate 
the placental substance. This type, which is probably an exag- 
gerated form of the normal degeneration of the decidua serotina 
at term, is less dense in consistence than the usual infarction. It 
was found, with one or two exceptions, only in macerated foetuses, 
or in premature foetuses in which delivery was associated with 
accidental hemorrhage, or hemorrhage due to placenta previa 
It was present, for example, in Case 106, in which foetus and 
placenta were sent in situ in the excised uterus, and it was striking 
to observe the ease with which the placenta could be separated from 
the uterine wall, over a large part of its extent. 

(d) Localized areas of white infarction enclosing central blood- 
clots. 

Case 40 was an instructive example of this type, showing the 
different stages through which the hemorrhages passed. Several 
infarcts contained bright red clots, others, partially absorbed blood, 
dark brown in colour, while a further number had merely vacuo- 
lated centres, complete absorption having taken place. 

Microscopically, all types of white infarction presented villi in 
various stages of degeneration, welded together by fibrin. 


2. INTRA-PLACENTAL HaMORRHAGE. 

This was found in 15 cases, this number including evidences 

of old hemorrhage, such as the central vacuolated spaces noted 
above, under Case 40. In all o° these instances, the haemorrhages 
were small and few in number. In the four cases of a severe type, 
large placental areas were rendered ‘‘out of action,’’ and the con- 
dition was associated, in addition, with extensive retro-placental 
hzmorrhage. 
Clinically, the cases included three instances of pregnancy toxemia, 
three of maternal syphilis, two of foetal deformity, one of accidental 
hzemorrhage, one of maternal pneumonia, and one of acute mater- 
nal cardiac disease. The predominance of morbid maternal 
conditions is noteworthy, 
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‘The Causation of Still-birth 
3. Retro-placental haematoma. 

This occurred in four instances, being accompanied, in each case 
by en hemorrhage, and, in three cases, by various 
infarcts. 

Three of the four foetuses showed signs of acute anaerosis, 
due to the rapid development of placental insufficiency. 

In all four cases, the retro-placental haemorrhage was of con- 
siderable size, in one of the instances, occupying half of the 
maternal surface of the organ, and ploughing up the placental 
tissue. 

Other Placental States. 

No instance of undue smallness of the placenta occurred in the 
present series. In one case, (No. 52) the insertion of the cord 
was velamentous, but no rupture of vessels had taken place. There 
were no examples of absence of an umbilical artery in the cord; but 
in one instance, (No. 74, eclampsia and dystocia) a fourth vessel 
patent, and visible to the naked-eye, was present. This was pro- 
bably a persistent right umbilical vein, but unfortunately circum- 
stances did not permit of a detailed dissection of this foetus. 


SUMMARY. 
From a consideration of the preceding pages, the primary 
causes of death in this series may be grouped as follows :— 


I. Maternal States. Cases. 
1. Eclampsia, and albuminuria of pregnancy. ... ... 6 
4. Chronic maternal diseases, 5 
5. Hemorrhages of pregnancy and parturition. eT 6 
6. Complications of labour. vie 
7. Unclassified maternal states. 


etal States. 

1. Deformities and congenital de.ects. ... 
Idiopathic foetal diseases. 

3. Prematurity. 

4. Postmaturity. 

5. Pulmonary lesions. 

6. Visceral hemorrhage. 


ON 


III. Placental States. 
1. Extensive red or white infarction. 5 
Cases in which cause of death not Smile: 


Total. 100 
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The unusual findings in the above table, are the relatively high 
proportion of deformities and idiopathic foetal diseases, (13 per 
cent.) and the percentage of foetal deaths due to acute, chronic, 
and ‘‘unclassified maternal states,’’ (12 per cent.). 

Unfortunately, practically none of these foetal deaths are pre- 
ventable, in the state of our present knowledge. 

It is regrettable that in five instances, no cause of death was 
found. Further light would no doubt have been shed upon these 
cases, had the placenta been available for examination at every 
post-mortem examination. 

With regard to the incidence of the primary causes of death in 
the various groups of macerated, fresh, still-born and neo-natal 
cases, the following figures are instructive. 


Maternal Causes:— Macerated. (Total 28.) Cases 
Toxzmias of pregnancy. 2 

Foetal Causes :— 

Foetal deformity and idiopathic disease... ... 3 

Placental Causes :— 


Cause not found 


It will be noted that syphilis accounted for foetal death in over 
one-third of these macerated cases. 


Maternal Causes:— _ Fresh, stillborn foetuses. (Total, 46) 
Toxzmias of pregnancy 3 
Syphilis 2 

5 
8 


Hemorrhages of pregnancy and 
Foetal Causes :— 
Pulmonary conditions 3 
Visceral hemorrhage I 
Placental Causes :— 
Cause not found ... 


Total 6 
4 
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Half of the cases in this group are due to the various compli- 
cations of labour. 


Neo-natal Cases. (Total 26.) 
Maternal Causes :— 
Toxzemias of pregnancy ... 
Syphilis 
Acute maternal 
Hzmorrhages of pregnancy and 
Complications of labour 
Foetal Causes :— 
Foetal deformities and defects 
Postmaturity 
Prematurity per se 
Pulmonary lesions 


Aun = N 


Placental Causes :— 
Placental insufficiency (causing prematurity) ... 


Pulmonary lesions, and prematurity per se, are therefore respon- 
sible for nearly half of these neo-natal deaths. 

In conclusion, it may be remarked that with regard to pre- 
ventative treatment, the toxzemic and syphilitic groups offer the 
most promising fields. 

Further co-ordinated research on the etiology of other groups, 
however, is urgently required. Our ignorance, for example, of the 
factors which cause the outset of normal labour, precludes any 
satisfactory theory of the etiology of premature births, in cases in 
which these occur without obvious reason. This is a field of investi- 
gation primarily for the physiological departments of our medical 
schools, just as an enquiry into the etiology of foetal deformities 
lies mainly within the province of our anatomical staffs. Sporadic 
efforts at such research-work must of necessity be incomplete, since 
no one investigator can be an expert in the various domains of clini- 
cal obstetrics, pathology, bio-chemistry, and bacteriology. It is 
only by enthusiastic team-work that material progress will be 


made towards the further prevention of still-birth and neo-natal 
death. 


My thanks are due to Professor Kynoch, and Dr. R, C. Buist, 
obstetricians to the Dundee Maternity Hospital, for permission 
to investigate the case-histories of the mothers; to the Directors 
and Superintendent of the Dundee Royal Infirmary, for facilities 
given to carry out post-mortem examinations in that Institution, 
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and to the Public Health authorities, and private practitioners 
who were good enough to place material at my disposal. 

The serological tests were kindly carried out by Professor W. 
J. Tulloch, in the Bacteriological Department of University Col- 
lege, Dundee. The histological work was done by the author, in 


the Department of Anatomy, by kind permission of Principal 
J, Yule Mackay. 
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A Case of Axial Torsion of the Fibromyomatous Uterus. 


By SiR CHARLES GORDON-WaArTSON, K.B.E., C.M.G. 
F.R.C.S., (Eng.). 
Surgeon to St. Bartholomew’s Hospital, and 


By Wirrep Suaw, M.B., B.Cu., (Cantab.) F.R.C.S., (Eng.). 
Resident Assistant Physician Accoucheur, 
St. Bartholomew’s Hospital. 


Axial torsion of the fibromyomatous uterus is a rare affection 
and few cases have been recorded. In 1910 Vautrin' gave an 
admirable résumé of cases described and supplied a full account 
of the etiology and morbid anatomy of the condition and 
Hitzanides? has recently published two further cases. The interest 
of this complication of uterine fibromyomata necessarily lies in 
the mechanism by which torsion occurs, for it is difficult to picture 
the factors which determine this process when the supports of the 
uterus are recalled. Of these supports, the utero-sacral ligaments 
and Mackenrodt’s ligaments particularly, offer broad widely dis- 
tributed supports lying in horizontal planes which might reason- 
ably be supposed to resist efficiently any tendency to torsion. 

The condition can be analysed by considering first the factors 
responsible for the torsion and secondly the changes occurring 
as a result of the twist. 

In the majority of cases the fibroids present have been large— 
the incidence in elderly women is probably related to this fact, 
for large heavy fibroids are found typically in old people. It 
is clear that a large heavy fibroid of the subperitoneal type attached 
near the fundus and lying above the pelvic brim will offer the best 
vehicle for transmitting an impulse to rotation, for not only is its 
inertia considerable but it has a wide field of movement in its 
situation within the abdominal cavity. Further, the more spheri- 
cal or ovoid the tumour the more easily can it rotate. 

The forces responsible for the initiation of the movement of 
rotation are obscure. Probably they are of the same nature as 
those leading to the twisting of ovarian cysts. 

Clinically there are two types of cases of torsion of the fibro- 
myomatous uterus—the acute and the chronic. In cases of the 
acute type, records show that frequently there is a history of sudden 
movement, but this history is absent in the more frequent subacute 
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or chronic variety, and it is with this latter class that the etiology 
is difficult. 

The views usually put forward to explain the twisting of the 
ovarian cysts are not convincing if applied to cases of torsion of 
the fibromyomatous uterus. It is difficult to believe that changes 
in the volume of the bladder or rectum will cause rotation to occur 
nor is. there reason to believe that asymmetrical growth will 
produce torsion: and there is no clinical evidence to show that 
axial torsion is directly related to changes produced by pregnancy 
although a few such cases are on record. The view put forward 
by Vautrin is interesting for it explains the commonly recorded 
observation that the rotation is a dextro-rotation, the uterus rotating 
so that its anterior surface becomes directed to the right. Vautrin 
explains this rotation by assuming that the impulse or series of 
impulses is initiated by movements of the sigmoid colon, It 
must be remembered that the uterus becomes dextroverted and 
and dextrorotated during pregnancy and it is possible that a 
common factor determines the direction of rotation. 

In cases of the chronic type it is possible that the asymmetrical 
growth of an interstitial fibroid burrowing in the direction of the 
broad ligament plays some part in producing the rotation, but again 
some other factor must be stipulated to explain them. 

It is clear that there must be a pedicle in these cases of axial 
torsion of the uterus and one of the most interesting features of 
these cases is that almost invariably the pedicle is situated above 
the vagina and cervix in the region of the isthmus. This applies 
for most cases although torsion about the body of the uterus has 
been described, but this type is exceptional as might be expected 
when the inverted triangular form of the uterus is considered. 
On theoretical grounds torsion with the point oi twist localized 
to the upper vagina is unlikely because the supports of the cervix 
would tend to prevent the rotation and indirectly the bladder 
and the supports of the trigone would retard a twist occurring 
at this situation. Similar remarks apply to the cervix; here too, 
the lateral supports are well developed and it is hardly likely that 
torsion would take place through the dense fibromuscular tissue 
of the cervix. The narrowness of the isthmus uteri and the well 
known ability of the uterus to flex and extend about an axis 
passing through this area indicate that this is the seat of election 
for torsion to occur. Again, it is not uncommon for the isthmus 
region to be considerably elongated in cases of fibromyomata 
of the fundus and this property will localize the torsion to this area. 

The local results of torsion are necessarily profound. They are 
displayed by changes in the uterus itself and in its blood supply. 
Since the twist occurs above the cervix two possibilities exist : 
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either the cavity of the uterus is completely obliterated or it becomes 
stenosed at the site of torsion. The former possibility is seen 
particularly in cases of subperitoneal fibroids in which the uterus 
is not greatly enlarged : the second possibility is of interest because 
if occurring with women during the child bearing period it leads 
to hzmatometra with cessation of catamenia—subsequently 
perhaps to pyometra. 

The vascular changes are of importance for through them the 
prognosis is determined. They are similar to those holding for 
incarcerated herniz and consist initially in venous obstruction 
with consequent cedema and subsequent interstitial haemorrhages. 
At this stage the uterus and tumour are plum coloured and the 
engorgement has spread to the ovaries and Fallopian tubes, for 
the venous return along the ovarian vessels is also obstructed. 
As a result of these changes peritoneal adhesions are formed, 
omentum and small intestine becoming attached to the tumour. 
In consequence of further rotation or of direct pressure the arteries 
then become occluded and necrosis ensues which results in a fatal 
peritonitis if treatment is not carried out. 

The situation of the ureters is of importance when considering 
the question of treatment. As in most cases the twist occurs in 
the region of the isthmus, records of cases indicate that little 
if any change occurs in the anatomical relations of the bladder or 
ureters: consequently similar steps to evade injuring the ureters 
should be taken as in cases of fibromyomata uncomplicated by 
torsion. 

The rarity of the, condition probably accounts for the small 
number of cases in which a correct diagnosis has been made. 
Usually the diagnosis of twisted ovarian cyst is reached because 
abdominal tenderness and rigidity prevents accurate palpation. 
It seems, however, that with patients in the child-bearing period 
the following points might suggest a correct diagnosis. A history 
of acute abdominal pain with cessation of catamenia associated 
with a smooth solid abdominal tumour and the failure of an 
attempt to pass a uterine sound might indicate the true nature of 
the case, particularly in a patient who gives a history suggesting 
fibroids, or who is known to have had them. 

Because of the signs of peritonitis, treatment resolves itself 
into laparotomy and usually, because of the severe alterations in 
the tissues involved, hysterectomy with the removal of the ovaries 
and Fallopian tubes is the best method to adopt—whether subtotal 
or total will vary with the views of the operator. 

Case record. Mrs. L. M.,55976, was admitted to St. Bartholo- 
mew’s Hospital, London on February 19, 1926, under the care of 
Sir Charles Gordon-Watson. 
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Age 60; married; no disturbance of catamenia; no menorf- 
hagia; no vaginal discharge; menopause occurred normally. 

No children and no miscarriages. 

For the last eight years the patient had noticed a swelling in the 
lower abdomen and had suffered from pain in the region of the 
umbilicus. The pain was irregular in onset and was not related to 
taking food, to defecation or to micturition. Recently vomiting 
has occurred if food has been taken while the pain is present. 

February 19th, 1926: inthe early hours of the morning the patient 
was awakened by severe abdominal pain which increased in inten- 
sity. She was examined by her doctor who sent her into hospital. 
There was a history of vomiting. 

On examination there was no abnormality in the thorax : there 
was a swelling seen in the hypogastrium and in the left iliac fossa. 
There was extreme tenderness over the swelling but very little 
rigidity. The swelling apparently arose out of the pelvis, measured 
about six inches in diameter, was smooth and tense. A right 
femoral hernia was also present. There was no abnormality on 
rectal examination. Vaginal examination demonstrated that the 
abdominal swelling was continuous with the cervix uteri and with 
a resistance high up in the posterior fornix. There was no vaginal 
hemorrhage or discharge. The urine was normal. 

The diagnosis of a twisted fibromyomatous uterus was not 
made. It was considered that the condition was one of a twisted 
ovarian tumour but there were two objections to this view: first 
the tumour appeared solid, and secondly it was continuous with the 
cervix. 

The hernia appeared to be a right femoral epiplocele. In view 
of the signs and symptoms of peritonitis laparotomy was performed 
(Sir Charles Gordon-Watson) on February 21, 1926. Left para- 
median incision five inches long. The tumour was found to be 
a large subperitoneal fibroid attached near the fundus uteri. 
Adhesions were present and the tumour and uterus plum coloured. 
It was found that the fibroid uterus, ovaries and Fallopian tubes 
had undergone dextro-rotation through 450°. The Fallopian tubes 
and ovaries were deeply congested and early gangerous changes 
were present in the right tube. Torsion had occurred in the 
region of the isthmus uteri. Subtotal hysterectomy with removal 
of both Fallopian tubes and ovaries was performed. The femoral 
hernia was emptied of omentum and the hernial sac pulled through 
the femoral ring and sutured to the lower part of the abdominal 
incision. No abdominal drainage was carried out. The wound 
healed by first intention and convalescence was uneventful save 
for a mild degree of urinary infection in the second week. 

The specimen consists of uterus, fibroid, ovaries and tubes. 
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The uterus is anteflexed, 1? inches long and contains two small 
interstitial fibroids in its wall. It is deeply congested but not gan- 
grenous. The cavity is obliterated. The fibroid arises from the 
posterior surface near the fundus: it measures 6 inches x 4} inches 
x 43 inches and is ovoid. The whole specimen weighs 1400 grams, 
The pedicle of the fibroid measures 1} inches across and contains 
uterine muscle. The fibroid shows hyaline, cystic and early cal- 
careous changes. The Fallopian tubes are very much congested 
and blood was being effused into the lumen of each. 
The ovaries are deeply congested. Microscopically all the tis- 
ues are much congested and large interstitial haemorrhages are 
present. The site of twist consists solely of fibrous tissue and 
vessels. No plain muscle is seen and there is no trace of endo- 
metrium in this situation. The wall of the uterus is healthy save 
for the interstitial haemorrhages. The structure of the fibroid 
is typical apart from the hyaline and cystic degeneration changes. 
The calcareous changes are early. There is no evidence of 
malignancy. 

It was considered that the case was worthy of being recorded 
mainly because of the rarity of the condition and also because 
of the admirable result obtained. 


1. Vautrin. ‘ Revue de Gyn. et de Chir, Abd.” 1910, ~ 
2. Hityanides. ‘‘Gyn et Obstétrique,”’ 1926, Vol. X111, p. 103. 
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A Case of Fibro-myoma of the Uterus undergoing Necro- 
biosis complicated by Torsion of the Uterus and 
Impaction of the Tumour. 


By Arnotp Waker, M.A,, M.B., B.Ch(Cantab.). 


Gynecological and Obstetric Registrar and Tutor to the 
Middlesex Hospital. 


(From the Gynaecological Department of the Middlesex Hospital.) 


The following case presented certain features which seem to 
be worthy of publication. 

The patient, F.T., aged 30, single, gave a history of having 
had diffuse pain down the front of both thighs for several months. 
The pain was fairly continuous but had not prevented her from 
carrying on her normal occupation as a cook, nor had she 
consulted a medical man. It seems very improbable that the 
pain was in any way severe as the patient was of a highly excitable 
and neurotic disposition. The menstrual periods lasted four days 
every twenty eight days and were not excessive and no change 
had been noticed since the periods started at the age of fourteen. 
There was no dysmenorrhoea. Micturition and defzecation 
were normal. 

On April 13th 1926, the pains in the legs became very much 
worse and extended to the front of the abdomen. The patient 
was unable to extend the thighs and could only walk with difficulty, 
and a doctor whom she visited that evening sent her to bed. The 
doctor examined her the next day and, having discovered a pelvic 
tumour ordered her immediate removal to the Middlesex Hospital. 

She was admitted under Mr. Comyns Berkeley at noon on 
April 14th. On admission the temperature was 101°F, pulse-rate 
100, respirations 28. 

On examination, a round, mid-line swelling was visible and pal- 
pably rising from the pelvis. It rose to the level of the umbilicus. 
The lower abdomen did not move on respiration and was rigid 
and tender on palpation. Vaginal examination was impossible. 
On rectal examination, a tumour could just be felt high up in 
the pelvis. 

Torsion of an ovarian cyst was diagnosed. 

At the operation on the same day, a dark red tumour presented 
on opening the abdomen. It was hard and firmly impacted. 
The tumour was found to be the uterus containing a single large 
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interstitial fibroid. The whole organ was twisted through 
about 120°. The left Fallopian tube and ovary lay in front and 
to the right. 

Delivery into the wound was difficult. The axis about which 
rotation had taken place was found to be at the level of the isthmus 
uteri. here was no sign of thrombosis of either the ovarian or 
uterine veins, and the spiral groove at the point where rotation — 
had taken place rapidly disappeared. The uterus occupied the 
anterior and lower portion of the mass. 

The capsule was incised anteriorly and a fibroid 4} inches in 
diameter was enucleated. 

A posterior hood was fashioned from the capsule, and after 
obliterating the site of the cavity, was sutured to the anterior wall 
of the uterus. 

After reconstruction, the uterus was 4 inches wide with a suture 
line running across the anterior wall. The Fallopian tubes and 
round ligaments joined the anterior wall of the uterus. 

Each cornu of the uterus was sutured to the abdominal wall 
on its own side, and the anterior wall of the uterus was lastly 
attached to the abdominal wall by ventral fixation. 

Convalescence was rapid and uneventful. The pain referred 
to the thighs completely disappeared. 

On section, the tumour presented all the appearances, both 
macroscopic and microscopic, of necrobiosis. 

The axis about which rotation took place is probably the most 
common site in this uncommon event. 

The absence of thrombosis and the disappearance of the spiral 
groove suggests that torsion may have been taking place at the 
time of operation. If this is the case, it does not seem to be 
unfair to assume that the rapid increase in size of the tumour 
which accompanies necrobiosis was, in some way responsible, 
although it is difficult to understand the actual mechanism. 

The localization of the pain which was the only symptom seems 
inexplicable, as none of the three upper lumbar nerves, which 
supply the area affected, enter the pelvis in any part of their 
course. 

I have to thank Mr. Comyns Berkeley for his permission 
to publish this case and for his kind help and advice in the 
performance of the operation. 
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A Contribution to the Technique of Cesarean Section. 


By Freperick J. McCann, M. D., Epin., F. R. C. S., ENG. 


Senior Surgeon to the Samaritan Free Hospital for Women, 
London. 


CSAREAN section is an operation so frequently performed through- 
out the world, and is in properly selected cases of such benefit to 
the patient and her unborn child, that the technique of the 
operation must always demand careful scrutiny in order that the 
greatest degree of perfection may be attained. In the search 
for the ‘‘ideal operation’’ modifications have been suggested from 
time to time, mainly in the position of the uterine incision, in 
order to prevent rupture of the uterus in subsequent pregnancy. 
This accident is believed to happen in about 4 per cent. of the cases. 

The frequency of rupture of the uterus after Caesarean section 
has prompted obstetric surgeons to incise the lower uterine segment 
and this method, adopted not only on the Continent but also in 
Great Britain, is still on its trial. This low incision is not, however, 
as Satisfactory as a high incision. 

I have always made a high uterine incision, and it is from the 
experience thus gained that I venture to advocate the method 
about to be described. 

If the contractions of the uterine muscle be observed the con- 
traction wave is seen advancing from the uterine cornua towards 
the middle line of the uterus and downwards towards the lower 
uterine segment. Moreover, the contraction wave is most marked 
in the region of the fundus and when a sagittal fundal incision 
has been made the edges are firmly pressed together, when the 
uterus contracts; while if the incision be made accurately in the 
middle line there is a corresponding diminution in the amount 
of blood lost. Accuracy in this regard is most important, as it 
is in the operation of myomectomy; for the middle line of the 
uterus is relatively avascular. In the Journal of Obstetrics and 
Gynecology for 1906, p. 160, | drew attention to the importance 
of a mesial incision in myomectomy in my report of the Fifteenth 
International Medical Congress at Lisbon. In the pregnant uterus 
it is still more necessary to incise in the middle line. 

It was as a result of making a high uterine incision and of 
rapidly separating the placenta when it was encountered in or 
near this incision that | conceived the idea that by making a 
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sagittal ‘undal incision I would be enabled to remove the placenta 
and the foetus contained in the unopened bag of membranes. 

In June 1922 I had an opportunity of putting my ideas to the 
test through being requested to operate on a patient whom | had 
delivered by the Czesarean operation three years previously. She 
was a rachitic dwarf, 35 years of age. She had been married 
for ten years, and had had four pregnancies, two ending in mis- 
carriage. Her first labour was terminated by craniotomy, while 
a further pregnancy was terminated by induction of labour with 
death of the child. 

She was seen by me in her fifth pregnancy and was operated 
on as soon as labour began. The uterus was incised through a 
high incision and a male child rapidly extracted. The mother 
made an uneventful recovery. Unfortunately at the age of two 
years the child died of broncho-pneumonia. | was again asked 
to see this patient in June 1922 and found that she was pregnant 
and near her full time, and so performed a second Czesarean section 
in order that she might possess a living child. Let me now 
direct attention to some special points in the technique of this 
operation. 

The abdominal incision was made above the umbilicus for the 
greater. part of its extent. This incision in part opened into that 
of the first operation but was prolonged upwards to a higher level. 
The length of the incision should be sufficiently long to permit 
the uterus to be eventrated without difficulty. The position of the 
incision should be regulated by the position of the uterine fundus. 
An incision six or seven inches in length will usually be required 
and the greater part of this incision will be above the umbilicus. 

When the abdomen has been opened the uterus is at once 
eventrated and the abdominal incision temporarily closed by 
volsellae or long Kocher forceps, and covered by a towel wrung” 
out of hot saline. solution. 

Another towel wrung out of hot saline solution is wrapped 
around the eventrated uterus, leaving the fundus exposed, and 
is clamped by forceps along the posterior uterine wall. The 
lower edge of the towel is spread out on the cloths protecting the 
skin of the abdomen. This method effectually prevents any fluids, 
escaping from the uterus, entering the abdominal cavity. 

I have always eventrated the uterus in performing Czesarean 
section because I wish to be certain that the uterine incision is in 
the middle line. Eventration does not increase the shock of the 
operation, if the uterus be kept warm by the towel and there is 
no unnecessary handling of its peritoneal surface. The uterine 
fundus alone being left exposed, a sharp knife is used for ti 
incision which should be about 7 inches long. ; 
D 
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Enlarging the incision with scissors or still worse, tearing, 
should ‘be avoided, as tissues heal best when cut with a sharp 
knife. 

The union of the tormer incision appeared to be as near per- 
fection as it was possible to attain. 

After the fundal incision has been made the membranes bulge 
into the anterior half of the incision and the placenta is exposed 
through the posterior half. The hand is then inserted and the 
placenta rapidly separated from the uterine wall. 

The assistant now draws the two sides of the uterine incision 
apart, and (the two sides of the uterus at its lower part are com- 
pressed through the towel, and the uterine wall is gently ‘‘milked”’ 
from below upwards, when the placenta and foetus contained in 
the unopened bag of membranes are shelled out of the uterus like 
a pea out of a pod, after which the bag of membranes is incised and 
the child liberated. 

The uterine incision is sutured with through and through 
linen sutures and superficial catgut sutures. The uterus is then 
returned into the abdominal cavity, and the abdominal wall is 
closed in layers. By this method all soiling of the abdominal 
cavity is completely avoided, and the operator’s gloves are 
not covered with vernix caseosa from handling the foetus, the 
whole operation being completed with a degree of cleanliness 
which is difficult to excel. 

I do not claim originality in the making of a sagittal fundal 
incision, but in the method of extracting the placenta, membranes 
and contained foetus through this incision. A sagittal fundal 
incision has been advocated by Miiller! in Germany and Caruso? 

-in Italy. I am surprised, however, that the advantages of this 
incision have not made stronger appeal to British obstetric 
surgeons, It is incomparably superior to the transverse fundal 
incision of Fritsch both on anatomical and physiological grounds 
and is well worthy of an extended trial in this country. 

The surgeon at once commands the position of the placenta, 
wherever situated, whilst sufficient advantage has not been taken 
of the fact that normally the foetal membranes do not adhere to 
the uterine wall but are easily separable so that the introduction 
of a bougie to induce labour is not difficult. The placenta, the 

greatest diameter of which is 7 to 8 inches, is inserted most 
frequently on the posterior uterine wall near the fundus. The 
placenta is stated to have been inserted on the anterior wall in 
40 per cent. of Casarean sections. The placenta sometimes is 
situated on one side of the uterus but seldom on the fundus. Thus 
in an overwhelming majority of the cases a sagittal fundal incision 
exposes only a small portion of the placenta with a correspondingly 
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small loss of blood, and the hand of the surgeon inserted at once 
through the uterine incision can rapidly separate the placenta, 
which is the most effectual method of arresting hemorrhage. To 
advise that the surgeon who encounters the placenta under the 
uterine wound should burrow through it and then extract the 
foetus, advice which is also given in the treatment of a complete 
placenta previa approached through the cervical canal, is to 
expose the patient to the added risks of profuse hemorrhage. 

Rapid and complete separation of the placenta is the best 
method of arresting hemorrhage, and is of the greatest advantage 
when dealing with a quick placenta in abdominal pregnancy. 
Slow or partial separation of the placenta causes profuse haemorr- 
hage. 

The absolute cleanliness of this method of Cesarean section 
is one of its greatest advantages. It is freely stated that liquor 
amnii is an aseptic fluid and its entry into the peritoneal cavity 
does not matter, yet the majority of surgeons strive to prevent 
this peritoneal contamination. It seems to be forgotten that a 
fluid although it be aseptic may be a chemical irritant, and this 
] believe it is true of the liquor amnii, and that it causes abdominal 
pain and intestinal distention after operation, and that blood 
produces a similar effect. The so-called toilette of the perito- 
neum, a recognised step in the performance of Czesarean section, 
is not necessary when the foetal sac is removed unruptured. 

For septic cases, in which the membranes have ruptured, the 
sagittal fundal incision presents certain advantages, the uterus can 
be thoroughly irrigated through this incision and as an alternative 
to sacrificing the uterus, continuous irrigation can be maintained 
through the establishment of a uteroparietal fistula. The uterine 
fundus having been accurately sutured to the abdominal wall, con- 
tinuous or interrupted irrigation of the uterine cavity from the 
fundus to the cervix can be more effectually employed than through 
any other uterine incision. The Trendelenberg position is useful 
when operating on septic cases in preventing uterine discharges 
from contaminating the peritoneal cavity. 


NOTE. 

Since this paper was written, I have read a description by 
Fournier? of Amiens of a somewhat similar method of Czesarean 
section, which he performs. Fournier’s method, however, differs 
in many important points from that which I have described. 

I consider a sagittal fundal incision an essential part of the 
technique for the reasons already stated, whilst Fournier prolongs 


the incision over the fundus only if it is necessary. I shall quote 
his own words, 
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‘‘Avec le bistouri je trace une incision d’environ 18 centi- 
métres sur la ligne médiane de l’utérus et longitudinalement 
depuis le milieu de la face antérieure jusque sur le fond et méme 
a la rencontre s’il le faut de la paroi posterieure.”’ 

Again, there appears to be unnecessary delay in opening the 
bag of rmembranes and liberating the child. This delay, which 
might cause the death of the child, should be avoided. 

Fournier at first separated the membranes with his hand but 
has now abandoned this procedure. I believe it is best to separate 
the placenta alone, which can be done easily and effectually through 
a sagittal fundal incision and the separation of the membranes is 
not essential. Moreover, squeezing the uterus in order to express 
the foetal sac which Fournier compares to squeezing the stone out 
of a cherry, is neither necessary nor desirable. Gentle ‘‘milking”’ 
of the uterus from below upwards with both hands is all that is 
required. Fournier stitches the uterus wound with catgut. 


1, Miller, P. ‘“‘C. F. Gyn.,”’ p, 225, No. 9, 1898. 

2. Caruso. ‘‘Annali di Obstetricia e. Ginecologia,”’ p. 365, 1911, and p. 537,1912. 

1. ‘Bulletin de la Société d’Obstet. et de Gynécol. de Paris.’’ Vol. 1V. 1901, and 
1921, p. 307. 


A Case of Ovarian Pregnancy. 


By 
H. N. Fiercuer, M.D., F.R.C.S. (Edin.), 
Surgeon, Royal Sussex County Hospital ; 

and 
H. M. Gatt, B.Sc., M.B. (Glas.), 
Pathologist, Royal Sussex County Hospital. 


EXAMPLES of ovarian pregnancy are so rare that all are worthy 
of being placed on record. 

Mrs, L., aged 34, married five years. Has had two children, 
aged three years and five months respectively. Both labours were 
easy, and the puerperium normal. Menstruation is normal. 
The second child was born, February 1925, in India, and was 
breast-fed for two months, during which time the patient had one 
profuse period. Thereafter she saw nothing till June 24th, when 
she had a ‘‘loss’’ lasting 10 days, bright red at first, and tailing 
off into a brown discharge. 

On July 8th, whilst at a cricket match, the patient felt shivery 
and ill, although it was a hot day, and she complained of pains 
across her lower abdomen. From this time onwards the patient 
complained of three symptoms, viz., morning nausea, an occasional 
sharp spasm of pain passing across the lower abdomen to the left 
iliac fossa, and a feeling, when the bowels were opened, of some 
obstruction low down in the rectum, with severe pain as this 
obstruction was passed. It occurred to the patient at this time 
that she might be pregnant. 

On July 16 she was taken with severe pain in the lower abdomen 
and left iliac fossa, which doubled her up and made her feel faint. 
This pain lasted four hours and then passed off. 

Mr. R. Sanderson, who examined the patient on July 17, found 
a small tender swelling in the left posterior fornix. Four days 
later, i.e., July 21, there was a recurrence of the pain for one hour, 
and he then found the swelling distinctly larger than on his first 
examination, and made a diagnosis of ectopic gestation. 

On July 21 one of us (H.F.) saw the patient in consultation. 
She was not anemic, her pulse-rate was go, her temperature 99.6°, 
and her abdomen was not distended. There was tenderness and 
moderate rigidity just above her pubes, especially to the left, but 
no hyperzesthesia of skin area and no sign of free blood in the 
peritoneal cavity. 

Per vaginam, the uterus could not be well defined because of 
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muscular resistance. In the left posterior fornix was a soft, tender, 
rounded swelling, not fixed. No swelling, as of blood-clot, could 
be felt in Douglas’s pouch, 

On opening the abdomen, a small quantity of blood-clot was 
found in the pelvis. Between the outer half of the left broad 
ligament and the pelvic colon was a swelling, the size of a small 
tangerine orange, consisting of a pregnant left ovary, with some 
clot adhering to it. The ovary was removed, leaving the Fallopian 
tube intact. The uterus was slightly enlarged, the right Fallopian 
tube and ovary were normal. The abdomen was closed, leaving 
two pints of normal saline solution inside. The patient made a 
normal recovery. 

After removing adherent clot the ovary measured 2 in. by 1} in. 
On its upper surface was a hole with ragged edges 1 in. by 1in., 
from which was slightly protruding a mass of chorionic tissue. 
No foetus was seen either in the blood-clot removed from the pelvis 
or in the cavity in the ovary. 

A longitudinal hemi-section of the ovary, leaving a hinge at its 
posterior border, showed more or less normal-looking ovarian sub- 
stance throughout one half of pole, while the other pole was occupied 
largely by a cavity filled with blood-clot, laminated in parts as if 
slowly formed and containing shreds of chorionic tissue. Protruding 
from the rent in the surface of the ovary was a mass of feathery 
chorion. } 

The age of the pregnancy can only be surmised, but judging 
from the history it was probably not more than five or six weeks. 


PATHOLOGICAL REPORT. 


The histological characters, as seen in sections, are very striking. 
Several comparatively old corpora lutea are shown in Fig. 3; 
these are perfectly normal in structure. In the lower part of Fig. 3 
at the site of the ovarian pregnancy there is a cavity in the ovarian 
tissue which represents the ruptured Graafian follicle in which 
impregnation of the ovum took place: in this cavity may be seen 
(Fig. 3.) irregular masses of decidual cells. 

Fig. 4 shows another part of the cavity above referred to and 
in this much blood clot and numerous. perfectly formed chorionic 
villi are present. In a number of the villi the syncitial and Lang- 
han’s layers are partly separated and show the characters of each 
layer diagrammatically. The villi are all fully formed and in no 
case is there the slightest indication of any degenerative process. 

Fig. 5 shows much blood, a thick layer of decidual cells and a 
single compound villus. 

No definite amniotic membrane can be seen, and of course there 
is no indication of actual placental formation. Further, no embryo 


Fig. 3. x22 diameters. ClL=old corpora lutea, DCM= 


decidual cell mass, GFC = Graafian follicle cavity. 


Fig. 4. x35 diameters. BC=blood clot, CV=chorionic 
villi, GFC=Graafian follicle cavity. 
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Fig. 5 x35 diameters. CCV=compound chorionic villus, 
DNC =decidual cells, BC=blood clot. 
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Fig. 6. x35 diameters. CV=chorionic villi, DC =decidual 
cell layer, BS=blood sinuses, UW=uterine wall. 
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was found, this doubtless having been dissolved in the fluids of 
the embryonic sac before the operation. 

It is quite evident from the sections that the pregnancy has not 
arisen in connection with any of the corpora lutea which are 
present, and it would appear that on the ovum being fertilised in 
its follicle the epithelioid cells of the corpus luteum have been 
destroyed and replaced by the actively growing embryonic cells. 

For purposes of comparison a vertical section of a normal 
pregnant uterus at about the end of the third month of gestation 
is shown (Fig. 6). In this section, part of the uterine wall is visible 
and the blood sinuses are also seen on the placental aspect... Deeper 
still the decidual layer is well shown, and internal to this layer are 
numerous chorionic villi surrounded by blood spaces. 


Fig. I. Ovary, with Chorion projecting through Rent at 
left hand end of picture. 


Fig. I. Ovary laid open. Normal ovarian tissue to right. 
Cavity containing Blood Clot to left with Chorion projecting 
at end. 
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Carcinoma following Posterior Division of the Cervix. 


(1) A partially unhealed scar is left, which is the source of 


By BetHEL Sotomons, M.D., Dublin, F.R.C.P.L., 
Gynecologist to Mercer’s Hospital, Dublin. 


CONTRAINDICATIONS to the operation of posterior division of the 
cervix, whether performed according to the method of Dudley, or 
other methods, have been forcibly illustrated to the writer on 
many occasions. The suggested indications for the operation 
are dysmenorrhoea with or without sterility, the lesions present 
being stenosis oi the cervix with acute anteflexion, the os uteri 
usually pointing upwards. Many cases have come under obser- 


vation and the following disadvantages are associated with the 
operation. 


marked leucorrhoea, a condition highly inimical to sper- 
matozoa. This statement may be questioned, but it is 
simply the experience of one who has seen this result 
follow in scores of patients operated on by different 
gynaecologists. 

It causes, instead of cures, sterility. This is difficult to 
prove except by the fact that in some instances, in which 
a divided cervix of long standing was sewn up, preg- 
nancy resulted. 

In cases in which pregnancy has occurred, the thorough 
dilatation would have led to the same result. It may 
be suggested that pregnancy has followed posterior 
division when dilatation of the cervix had been performed 
previously with ‘no result. Also pregnancy has occurred 
after many years’ sterility when no operation has been 
done. Such suggestions confuse the issue. Pregnancy 
may occur after the operation, but in these cases the 
original dilatation was not efficiently performed. Even 
if this fact be questioned, the number of patients either 
sterilized or left with a heavy, sometimes foul smelling 
leucorrhoea, is a sufficient condemnation of an operation 
which can boast of success to an extent which can never 
compensate its disadvantages. 

Those gynecologists who do not test the Fallopian tubes 
with Rubin’s apparatus often operate upon patients the 
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Figure showing carcinnomatous portion, cell 
nests, and calcified area presumably around 
a buried stitch in the previous operation of posterior 
division (kindly supplied by Dr. Lait), 
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subject of salpingitis. Many cases of salpingitis have 
been encountered. It is impossible to say whether they 
followed the operation or were prior to it. 

(5) Theoretically posterior division of the cervix is a simple 
operation, but the after results show it is difficult: that 
is the unhealed scar. 

(6). Carcinoma may occur in the divided cervix. 

The last complication has been a rarity, but its occurrence 


following .this has impelled the publication: of 
this note. 


Mrs. X. aged 46, married 26 years, sterile, complained of irregular 
menstruation for the past year. Her general health was good. 
Posterior division of the cervix had been performed some years 
previously with the idea of curing her sterility. 

Bimanual examination revealed cancer of the cervix, chiefly 
confined to the posterior lip. Wertheim’s hysterectomy was per- 
formed without any complication. The pathological report as 
reported by Dr. Lait, Pathologist to Mercer’s Hospital, is as 
follows :— ‘‘The posterior lip is involved in the main mass of the 
tumour which is’a spheroidal celled carcinoma originating from 
the squamous epithelium. It shows an ulcerated surface with 
many vessels. Cell nests, or masses of epithelium with central ker- 
atinous degeneration, are present. The tumour deeply invades 
the cervical tissue, and extends to the posterior vaginal wall. One 
part shows a calcified patch presumably around a buried stitch in 
the previous operation of posterior division (see figure). The section 
of the anterior lip shows that it is also involved in the region of 
the external os, but there is not the same marked infiltration: of 
tissue which is present in the previous section. The right ovary is 
the size of a walnut and contains inspissated pus. The Fallopian 
tubes show chronic salpingitis. There is no evidence of tuber- 
culosis.”’ 

As already stated, the case reported is an isolated one, from 
which no conclusions can be drawn. It is a well established fact, 
however, that irritation of the cervix is the predisposing factor 
in carcinoma of the cervix, and that unless such an operation as 
posterior division of the cervix is performed, a nulliparous | woman 
will not develop this disease. 
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Complete Exstrophy of the Bladder with Split Pelvis. 


Peters’ operation in 1912 with subsequent complication of 
pregnancy. Caesarean Section and recovery in 1926. 


By V. B. Green-Armyrace, M. D. (Bristol), M. R. C. P. (Lond,), 
I.M.S. 
Second Professor of Midwifery and Gynecology, Calcutta Medical 
College; Second Surgeon to the Eden Hospital for Women, 
Calcutta. 


Ectopia Vesicz is an exceedingly rare complication of preg- 
nancy. Neudorfer states that ectopia vesicze occurs once in 50,000 
births, and of these 90 per cent. are males. The remaining 10 per 
cent. rarely live beyond puberty, hence, since very few reach adult 
life, marriage and maternity must be exceedingly rare. 

In complete ectopia vesicz the anterior bladder wall is lacking 
and the posterior wall forms part of the lower abdominal wall, 
presenting as a reddish triangular area with its base downwards. 
The urachus is absent and the urethra is represented by a shallow 
groove. The clitoris is split and the labia do not meet anteriorly. 
The vagina is very short and the cervix protudes on straining. 
The pelvis is split and the pubic bones are separated from 2} to 5 
inches. There is marked flaring of the anterior superior spines of 
the illum. Williams! states ‘‘there is descent of the promontory of 
the sacrum and marked transverse widening of the posterior portion 
of the pelvis.’’ Jellett? on the other hand, observes ‘‘that the 
sacrum is longer than normal, is narrow, and is displaced forwards 
into the pelvis, lying deeply between the iliac bones to which it 
is attached in some cases by an osseous union.’ 

From these anatomical facts it might be expected that com- 
plications, either before, during, or after labour would occur. 
Williams says the dystocia is due to abnormalities of mechanism 
resulting from the absence of a resistant anterior pelvic wall. 
Schickele? reports eight cases with spontaneous labour in two only. 
Miller* gives a very complete review and has collected 14 cases 
from literature—of these only four had easy or fairly easy deliver- 
1es. An interesting point about these reports is, that, despite the 
ureteric orifices dribbling urine continually, and ‘the prolapsed cer- 
vix on the surface of the vulva, puerperal sepsis did not occur, nor 
are there any records of renal toxemia or pyelonephritis. The 
most common sequela of labour is prolapse of the uterus. It is 
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interesting to observe that the first case collated by C. J. Miller is 
that reported by Bonnet® in 1722. She was 23 years old and 
passed through a normal pregnancy. Labour was long and 
difficult, and delivery was finally effected by incision of the vaginal _ 
orifice and extraction of the child by inserting a finger in its 
mouth. Both lived, but the mother developed ite 4 of the 
uterus and recto-vaginal fistula. 

The total number of cases of complete exstrophy of the blad- 


der complicated by pregnancy, of which I can find any record is 
only 16. 


On February 1oth, 1926, K.S.D. aged 25 was sent to me from 
Burma. She was eight months pregnant, and had complete exst- 
rophy of the bladder. The cervix was protruding 1 inch at the 
vulva, and the pubic bones were 43 inches apart. The iliac crests 
measurement was 9} inches, and the anterior superior spines 
measurement was 103 inches. The foetus was lying absolutely 
transverse with the back upwards, which was confirmed by X-ray 
photograph, P.V. the vagina measured 1} inches, and in the post- 
erior cul de sac there was a dense hard resistance as of some old 
inflammatory deposit. The case was an unique one and of extreme 
interest to me, for the reason that | had assisted my then Chief, 
Colonal C.R.M. Green, F.R.C.S., I.S.M., in 1912 in doing a 
Peters’ operation on this lady, while I was Resident Surgeon in 
this Hospital. The operation that was then done was to make an 
extra peritoneal transplantation of each ureter into the correspond- 
ing side of the rectum. The complete operation was done at one 
sitting, and after a stormy convalescence, due to a large parametrial 
phlegmon- which I well remember, the patient recovered. The 
opening of the two uterers was made just above the internal sphin- 
cter, and the patient became able to retain urine in the rectum 
from 3 to 4 hours during the day and 6 to 8 hours during the 
night. Up to that time (1912) Peters had recorded four recoveries 
out of five. Subsequent to operation in this case the bladder 
mucus membrane shrivelled and resembled thin brown paper. 

The patient was admitted into Hospital for observation on 
February 10. 

Blood Count :— 


Hemoglobin 50 per cent. 


Polymorphonuclears 63 per cent. 
Lymphocytes 32 per dent. 
Large Mononuclea‘s __... 4 per cent. 
Eosiniphiles I per cent. 
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On February 13th the rectum was washed out with distilled 
water at 5 a.m. and the urea concentration test was done at 9 a.m. 

Sample No.1. before giving urea by mouth, obtained by passing 
a catheter into the rectum, showed urea = .45 per cent. (N = 
1.5 to 2 per cent.). 

Sample No. 3. two hours after giving urea by mouth showed 
urea = 75 per cent. (N = 2 per cent.) 

On February 13th, a blood urea test showed 20 mgs.per 100 c.c. 
Urea concentration factor therefore :— 


mgs. urea per 100 c.c. urine 450 
= 
mgs. urea per 100 blood 20 


22.5 times 


On February 14th it was reported that the patient was having 
pains, and an endeavour was made to do-external version, so that 
the head should present, but, owing to the mass of old inflammatory 
deposit in the hollow of the sacrum, it was found that the head 
seriously bulged the muco-cutaneous exposed bladder surface, 
therefore, lest any injury should occur to the ureteric transplanta 
tion area in the rectum with a possibility of fresh parametritis or 
injury to the ureters, it was decided, should labour come on, to do | 
a Czesarean section. At 3 p.m. labour started, and at 4 p.m. using 
the Pfannensteil incision, a transperitoneal Czesarean section was 
done and a healthy child weighing 5 pounds delivered. The mother 
made an uneventful recovery and left hospital on the 17th March. 
No marked prolapse of the uterus was visible, and the patient 
complained of no symptoms thereof. 

The X-ray photograph attached, demonstrates the condition 
but does not bear out the statement of Williams that there is 
descent of the promontory, but would appear to support the view 
of Jellett quoted above. Opposite the fourth and fifth sacral 
vertebrz there is seen a dense shadow which corresponds with 
the mass felt between the rectum and the vagina before labour. 

It is possible that spontaneous delivery would have occurred 
after podalic or cephalic version, but I am of the opinion that the 
cicatrix following the enormous parametrial phlegmon which 
this patient had in 1912 for many months subsequent to the extra- 


peritoneal transplantation operation of Peters, forbade any extra 
risk being taken. 
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Showing the separation of the pubic bones and the inflammatory 
mass in the hollow of the sacrum. 
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Endometrioma of the Ovary and Cornual Adenomyoma 
after Bilateral Salpingectomy.* 


By DanteL Doueat, M.C., M.D., Ch.B. (Victoria). 


Lecturer in Obstetrics and Gynecology, University of Manchester ; 
_ Hon, Assistant Gynecological Surgeon, Manchester Royal 
Infirmary ; Hon, Assistant Surgeon to St. Mary’s Hospitals ; 


Hon. Gynecologist to the Christie Hospital; Examiner to the 
Central Midwives Board. 


I have recently had the interesting experience of finding a 
large endometrioma of the left ovary in a patient who had had 
both Fallopian tubes and the other ovary removed 11} any 
previously. 

In view of the generally accepted saniiy put forward to explain 
the origin of ovarian endometrioma, i.e. by the passage of frag- 
ments of endometrial tissue backwards along the Fallopian tubes 
during menstruation, | thought that a careful investigation of the 
specimens removed might prove of considerable interest. 

The patient was 32 years of age. Prior to marriage she 
lost excessively at her menstrual periods, had some vaginal 
discharge, and suffered from repeated attacks of pain in the 
right iliac fossa, the diagnosis at the time being appendicitis. She 
was married in 1914 and within a few weeks developed an 
acute attack of pelvic peritonitis, which was preceded by a 
vaginal and urethral discharge. The pelvic inflammation com- 
menced at the end of a menstrual period and was accompanied by 
high temperature, excruciating abdominal pain, and constipation. 
She was admitted to Hospital in Copenhagen, and treated 
expectantly for three months. At the end of that time an abdom- 
inal operation was considered necessary, and the Surgeon under 


whose care she was, has kindly sent me the following parti- 
culars of her illness and operation. 


“On admission to Hospital she was diagnosed as bilateral 
salpingo odphoritis, doubtless of gonococcal origin, as these 
organisms were demonstrated in the urethral discharge. At 
the operation three months later the diagnosis was confirmed, 


* Read before the North of England Obstetrical and Gynzco- 
logical Society in April 1926, 
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both tubes being enlarged to the size of a thumb, and showing 
all the signs of a severe inflammation. The tubes were 
removed, and on subsequent microscopic examination no 
evidence of tubercle was found. The right ovary was as large 
as a goose’s egg, and contained a dermoid cyst; it was also 


removed. The left ovary contained follicular cysts which were 
punctured.” 


Her condition was much improved by the operation, but the 
menstrual loss continued to be excessive, and she was under treat- 
ment for 18 months. She then developed phthisis and went to the 
South of France, where she remained for 15 months, and was 
in fairly good health until 1918, when she came to London 
suffering with abdominal pain and menorrhagia. Under medical 
treatment these symptoms subsided, and she had no further 
trouble until 1925. 

I saw the patient first in November 1925, and she then 
complained of pain in the left lower abdomen, severe backache, 
dysmenorrhoea, menorrhagia, and a profuse blood stained vaginal 
discharge, all of some 4 or 5 months duration. 

On examination, the abdomen showéd a well-healed scar, and 
there was no tenderness and no swelling. Per vaginam there was 
a good deal of thick glairy discharge. The uterus was bulky, 
with lessened mobility, and the left ovary slightly enlarged and 
adherent to the uterus. I diagnosed pelvic inflammation, and 
in view of her previous history | did not recommend surgical 
treatment but advised a long period of rest. 

Three months later, the patient reported that her symptoms 
had improved for a time, but that for the last two weeks there had 
been a sharp pain in the left lower abdomen, and some stiffness 
of the left leg; the pain had commenced at a menstrual period, 
and the loss had been very great. 

I found the left lower abdomen distinctly tender, and per 
vaginam, a definite cystic mass about the size of an orange could 
be made out lying to the left and above the uterus, approaching 
close to the anterior abdominal wall, and adherent there. A diag- 
nosis of ovarian abscess was made and on February 27th last, 
I removed the uterus subtotally, and the left ovary. Both 
Fallopian tubes, the right ovary, and the appendix had been 
previously removed. Omental adhesions were separated from 
the vesical peritoneum, the uterus and the left ovary and the 
bladder were adherent high up on the anterior uterine wall, 
and had to be dissected off. The left ovary was cystic, 
about the size of an orange and adherent to the side and 
top of the uterus in the neighbourhood of the cornu. The ovary 
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contained -a tarry cyst, and a quantity of characteristic material 
escaped on separating it from the uterus. 

The patient made a rapid recovery, and is so far fave from 
symptoms. 


DESCRIPTION OF THE SPECIMENS. 

The specimens consist of the uterus removed by sub-total 
hysterectomy and the left ovary, the latter being adherent to the 
uterus in the neighbourhood of the cornu. The macroscopic and 
microscopic appearances are as follows :— 

Macroscopic appearances. 

The uterus is moderately enlarged and contains a small fibroid 
in the upper part of the anterior wall. The cornua are thickened 
and no part of either Fallopian tube is visible. The endometrium 
is very thick (the last menstrual period commenced seventeen days 
before the operation and lasted four days). 

The ovary is enlarged to the size of a small orange, but is now 
much smaller than when in situ owing to the escape of some of the 
cyst-contents during removal. The enlargement is mainly due 
to a large tarry cyst, but there are also to be seen a small dermoid 
containing hair and measuring threequarters of an inch in dia- 
meter, several follicular cysts, and a lutein cyst filled with blood. 

The greater part of the ovarian tissue lies behind and below 
the tarry cyst, the walls of the latter being thin above and in front, 
and fused with the uterine wall on the inner side. The broad liga- 
ment attachment of the ovary is low down on the posterior surface. 
Microscopic appearances. 

The microscopic appearances have been studied mainly by a 
series of vertical sections through the uterus and ovary. 

In the mesial plane of the uterus the peritoneal coat is hypere- 
mic, the muscular coat normal, and the endometrium thickened, 
with marked hyperplasia of the glandular elements. There is no 
hemorrhage into the stroma. 

Examination of sections cut through the left cornu shows the 
uterine cavity gradually tailing off, but seams of endometrial tissue 
extend deeply into the wall of the cornu and indeed small groups 
of glands are to be found in the parametrium and even in the hilum 
of the.ovary itself. The appearance of the uterine cornu is that of a 
typical adenomyoma. 

Similar appearances are met with in the right cornu, but the 
invasion there is less extensive as no structures were adherent 
to that side of the uterus. ; 

Sections through the wall of the tarry cyst vary in appearance 
according to their situation. The thin part of the wall is com- 
‘posed chiefly of fibrous tissue with no epithelial lining and no 
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definite ovarian stroma. Where the wall is merged in the outer 
surface of the uterus the appearances are similar, except that here 
and there seams of typical endometrial tissue are to be found 
dipping into the uterine wall. No communication has been demon- 
strated between these and the adenomatous islands deeper in the 
muscle wall, but they lie very close together at varioys points. 


It is in the posterior and inferior portions of the cyst wall that 
the glandular tissue is found, in greatest amount, and this is 
evidently the active part of the cyst and the main source of its 
hemorrhagic contents, very much in the same way as the embryo- 
nic process is responsible for the secretions in the cavity of a 
dermoid cyst. There is abundance of glands lying in a typical 
ceHular stroma infiltrated with blood, and at various points the 
endometrial tissue extends into the subjacent ovarian or fibro- 
muscular tissue. The hemorrhagic condition of the endometrial 
tissue in ‘the ovary is in marked contrast to that of the uterine 
endometrium and shows that the blood is either disposed of more 
rapidly in the uterine wall, or that menstrual hemorrhage is more 
severe when occurring in ovarian tissue. 


If it is agreed that endometrioma of the ovary is of uterine 
origin, there are three possible explanations of how the tumours 
may arise after removal of both Fallopian tubes. 


1. The endometrial tissue may have been in the ovary before 
~~ the tubes were removed. 


2. One or other stump of the tubes may have been left patent 
after the operation, and so allowed fragments of endo- 


metrium to escape into the peritoneum during menstrua- 
tion. 


3- The endometrium may extend directly from the uterine 


cavity to the ovary through intervening structures by infil- 
tration. 


In the case just described, I think that the third alternative is 
the correct one. It is very unlikely that endometrial.tissue would 
lie dormant in the ovary for twelve years ; there is no doubt 
that the patient’s severe symptoms were only of short duration, 
and during the three months which intervened between her two 
visits to me, the ovary had enlarged enormously, evidently as the 
result of haemorrhage into it during the last two or three menstrual 
periods. 

The second alternative is a possibility and difficult to exclude 
definitely, but the examination of a large number of serial sections 
through the left cornu shows that the lumen of the cornu dis- 


Endometrioma of the left ovary. 
Fig. I, Anterior view. Fig. II, Posterior view of the specimen. 
The right uterine cornu is at A. 
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appears, and that only isolated islands of endometrium are present 
in the outer part. 

I think the third alternative will be found to be the correct one 
in this case. 

The presence of an adenomyoma in both uterine cornua strongly 
suggests that the uterus is primarily responsible for the growth 
in the ovary, and the presence of islands of endometrium, dotted 
about through the tissues intervening between the uterine cavity 
and that of the tarry cyst, would appear to indicate that the 
extension has been by infiltration. 

I think the case just described is one of some interest, although 
it adds nothing new to our knowledge of the origin of endometrio- 
matous tumours of the ovary. It shows that these tumours may 
arise after removal of both tubes, and if it be admitted that the 
ovarian growth has arisen by direct extension from the uterus—- 
and | think there can be little doubt about it—this method of origin 
will have to be borne in mind in many of the cases hitherto attri- 
buted to retrograde menstruation. Tarry cysts are so frequently 
adherent to the uterus or its ligaments, that it is quite possible that 
more of them originate in this way than is generally supposed. 

There is one other point of interest in the case; and that is the 
preceding infective lesion. We do not know why endometrium 
implanted in the ovary or other structures should, in certain cases, 
develop into an actively proliferating tumour, but I hardly think 
that normal endometrial tissue is capable of doing this. Preceding 
pelvic inflammations, specific or otherwise, are so common that 
they may very well have some influence on the endometrium, and 
enhance its proliferative activity in abnormal situations, 


A Ring Tetra for Use in Abdominal Operations. 


By Daniet Doucat, M.C., M.D., Cu.B. (Victoria), 


Lecturer in Obstetrics and Gynecology, University of Manchester; 
Hon. Assistant Gynecological Surgeon, Manchester Royal 
Infirmary; Hon, Assistant Surgeon to St. Mary’s Hospitals; 


Hon. Gynecologist to the C hristie Hospital ; Examiner to the 
Central Midwives Board. 


Most surgeons agree that it is advisable to cover the skin of the 
abdominal wali during operations in that region. 

Equally good results are doubtless obtained without this 
precaution, but it has to be remembered that the keener a surgeon 
is about small points of technique, the higher will be the general 
level of efficiency attained in his operating theatre. 

The method of covering the skin by clipping or stitching a 
tetra to each edge of the incision has certain disadvantages. The 
whole depth of the abdominal wound is not protected, and the tetra 
forceps are apt to get in the way of the operator. I have for the 
past few years been using the device shown in the accompanying 


illustrations, and have found it to be an improvement on the other 
methods. 


An oval piece is cut out of the centre of a large tetra, and a 
plated steel ring of similar shape and measuring 6 inches by 
4 inches, stitched into the edge of this opening, as shown in Fig- 
ure 1. When the incision has been made, and the peritoneal cavity 
opened, the ring is compressed laterally between the fingers and 
thumb of the right hand, and slipped into the abdomen. It opens 
out under the abdominal wall and remains fixed there. The outer 
edges of the tetra are clipped to the sterile towels by means of 
forceps, but the latter, of course, are well away from the operation 
area. In this way the whole thickness of the abdominal wound and 
the skin surface are covered. 

Figure II shows the tetra in position, and Figure III, a view 
at a later stage when Doyen’s speculum has been introduced. 

The size of the ring I have mentioned is convenient for incis- 


ions of average length, but there is no reason why several sizes 
should not be made, suitable for different types of cases, 
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When I first used the device, I had the ring fitted to a 
sheet of rubber dam, but in practice this proved unsatisfactory 
as the surfaces of the rubber were apt to adhere during sterili- 
zation, and on separating them, tearing resulted. i732 Bi 

Tetra material is cheap ; it can be sterilized along with the 
swabs and used again and again. 

The ring tetras have usually been made for me by Messrs. 
Thackray, of St. George Street, Leeds. 
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Obstructed Labour in a Case of Uterus Didelphys.’ _ 


By JoHN WEBSTER Brive, M.D., B.S. (London), 
M.D., Ch.B (Victoria). 
Assistant Lecturer in Obstetrics and Gynecology, Manchester Uni- 
versity; Honorary Surgeon for Women, Manchester Northern 
Hospital; Honorary Assistant Surgeon, The Saint Mary’s Hos- 
pital Manchester. 


This case of uterus didelphys, with two separate and well formed 
vaginz, is of interest, because in the first pregnancy the unim- 
pregnated horn effectually obstructed delivery. 

Mrs. G., twenty-five years of age, a primigravida, was admitted 
to St. Mary’s Hospital, Manchester, on January 26th, 1922. She 
was sent by her doctor as a case either of pelvic tumour 
obstructing delivery or a tull time ectopic pregnancy. There was 
a history of pains for two days and a show. On abdominal exami- 
nation, the uterus was found to be tonically contracted, the lie of 
the foetus was oblique, its back to the mother’s left and front and 
its head in the right iliac fossa. No foetal heart sounds were 
heard. On vaginal examination, two separate well formed and 
dilated vaginze with two separate and well formed cervices, the 
left fully dilated and with the membranes ruptured, were found. 
The pouch of Douglas was filled with a soft mass, which could 
not be pushed up by moderate pressure. A diagnosis of pregnancy 
in the left horn of a double uterus with the right horn obstructing 
delivery was made, and it was decided to perform Czesarean section 
at once. The left pregnant horn of a uterus didelphys was exposed, 
and the wall was so thin that the foetus was readily seen through 
it. A dead, well developed, but slightly macerated, foetus was 
extracted, and the uterine incision sutured with catgut. The right 
horn lay retroverted in the pouch of Douglas and quite obstructed 
delivery. The true conjugate of the pelvis was found to be 
3zinches. On account of the poor condition of the patient, nothing 
more was undertaken at the time. A decidual cast was passed on 
February 1st. The patient made a good recovery, being told on 
her discharge on February 14th, to report at once if she again 
became pregnant. 

I next saw her in the seventh month of pregnancy in 1925, 
and told her to come for admission to hospital in the beginning of 


1, A case described at the Manchester Meeting of the North of England Obstetrical 
and Gynecological Society, April 16th, 1926. 
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June. She was admitted on June 6th, 1925, with slight labour 
pains. The foetus lay transversely, its head in the left iliac fossa. 
No vaginal examination was made, but it was thought that the 
right horn was pregnant on this occasion, and, bearing in mind 
the extreme thinness of the wall of the pregnant horn in the 
previous labour, I decided to perform Czesarean section at once. 
A pregnancy of the right horn was found; the wall of the uterus 
was contracting and again was so thin that the foetus was visible 
through it. A living male child, 6} pounds was delivered. The 
patient did not wish to be sterilized. The left horn was lifted 
out of the pouch of Douglas, the scar of the old Cesarean section 
found well healed and there were no adhesions. The mother was 
discharged on June 2gth, and the child was alive and well. 
The features of the case are :— 


(1) In each case a different horn was pregnant, and the non- 
pregnant horn obstructed labour quite apart from the 
pelvic contraction, 

(2) I consider that the extremely thin wall of the horn would 
have given way in prolonged labour. 

(3) A decidual cast was passed in the first pregnancy. 

(4) The interesting uterine malformation. 

(5) The easily mistaken diagnosis of tumour or ectopic preg- 
nancy, if the vaginal malformation be absent or not 
recognized. 


Munro Kerr (1) in reviewing the literature states that Guerin- 
Valmale (2) investigated forty-six cases of uterus didelphys, and 
found labour was rarely complicated. In Munro Kerr’s opinion, 
operative interference is rarely required. 

It would appear that in pregnancy it is uncommon for the non- 
pregnant horn to menstruate, and it is of interest that a decidua 
forms in it and is expelled during pregnancy or the puerperium. 
It is rare for the vaginal septum to obstruct delivery, but it may be 
ruptured. 

Von Braun (3) has described a case similar to my own in 
which the non-pregnant horn obstructed delivery. 

Donald and Walls (4) have described a case of rupture of the 
uterus in two places in a uterus bicornis unicollis, which well 
illustrates the liability to rupture in such a case as mine. 

Macgown (5) publishes a case similar to mine of Czesarean 
section in a case of uterus didelphys. 

1. Kerr, Munro. ‘Operative Midwifery,” 

2. Guerin-Valmale. “L’Obstetrique”’ May, 1904. 
3. “Zent.” f. Gyn.,” 1895, p. 579, 

4. Practitioner,’ Ixx, 82. 1903. 

5, “British Medical Journal.” March, 1926, p. 476, 


An Ascaris Lumbricoides in the Fallopian Tube. 


By H. E. Murray, M.B., Cu.B., (DUBLIN.) 
Captain I.M.S., Resident Surgeon, Eden Hospital, Calcutta. 


The presence of an ascaris lumbricoides in the Fallopian tube 
is such a very rare occurrence as to make the following case 
worthy of record. 


H. Bengali, aged 28, married 17 years, one child 16 years 
old, was admitted to the Eden Hospital on March 3, 1926, 
complaining of unbearable pain in the lower abdomen, just before, 
during, and after a period; also of a foul smelling discharge per 
vaginam, and menorrhagia. 


On admission her temperature was normal, but it soon rose 
and varied between normal and 102°F for a fortnight; her pulse 
rate was 80; the red blood corpuscles numbered 4,500,000; and the 
white blood corpuscles 11,700. A cervical swab yielded a growth 
of staphylococci. 


Physical examination—- The abdomen was tense and slightly 
distended. 


On bimanual examination the uterus was found retroverted and 
there was a soft, very tender, indefinite thickening round it. A 
diagnosis of chronic pelvic peritonitis was made and the patient 
was treated with hot air baths, hot vaginal douches and a mixture 
of sulphate of magnesia and potassium bromide. Later on, Hobbs’ 
glycerine-iodine treatment was administered. 


The condition of the patient became so much better that an 
operation was advised and performed on March 11, 1926, by Lt. 
Col, J. C. H. Leicester, I.M.S. On opening the abdomen the 
omentum was found to be adherent to the intestines, Fallopian 
tubes, ovaries and uterus, and several coils of small intestine were 
matted together. Both Fallopian tubes were enlarged and cystic. 
Sub-total hysterectomy with double salpingo—oéphorectomy was 
performed. 


When the organs which had been removed were examined, 
the left Fallopian tube was found to be thickened and dilated to the 
size of an index finger, and when opened up a live ascaris lum- 
bricoides 43 inches long was discovered wallowing in a little pus. 
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This case is interesting, demonstrating as it does, the mig- 
ratory habits of round worms, but though they have penetrated 
to many parts of the body the presence of one in a Fallopian tube 
is an extreme rarity. 

I am indebted to Lt. Col. J. C. H. Leicester, M.D., F.R.C.P., 
F.R.C.S., I.M.S., Visiting Surgeon to the Eden Hospital, for 
permission to record this case. 


BOOK REVIEWS. 


Annual Clinical Report of the Raja Sir Ramascami Mudaliar’s Lying In 
Hospital, Madras. 1922. By Major W. C. Grey, I.M.S. 

Annual Clinical Report of the Government Hospital for Women and 
Children, Madras. 1923. By Lt. Col. C.A.F. Hineston, O.B.E., IMS. 


THESE two ‘‘Reports”’ appear to be more in the nature of ‘‘Official Statistics’”’ 
than Clinical Reports. They are drawn up on similar lines, and both use 
the old classification of labour into I, natural; Il, difficult; III, preter- 
natural; and IV, complex; which is rather cumbersome, and seldom seen 
nowadays in this country. 

In both reports the maternal deaths are given in tabular form only, 
details as to treatment before death, cause of death, etc., are omitted. 
Both reports give excellent tables of Eclampsia. Both Hospitals have a 
high foetal and neo-natal mortality, roughly half the deaths falling into 
two groups, Prematurity, and Immaturity—which are apparently regarded 
as separate conditions. 

In Mudaliar’s Hospital 1776 mothers were delivered, and 641 treated 
for diseases of pregnancy and other disorders, two of whom died undelivered. 
35 others died, a mortality rate of 1.52 per cent. 23 of these were admtitted 
moribund and excluding these, the mortality rate is as low as 0.57 per cent. 
which speaks well for the efficiency of the Hospital since it is obvious from 
the report many complicated cases are dealt with. 

1735 children were born, 38 of which were macerated, 161 still-born, 
and 70 died within the fortnight, making the foetal and neo-natal mortality 
15.5 per cent. 

The morbidity rate is clearly set out in a neat table and is low 
(8.84 per cent.), especially when it is taken into account that more than 
half the morbid cases had been attended by “‘the barber midwife’? before 
admission. The eclampsia table is good; 23 cases are recorded with 4 
deaths. The treatment was veratrone, elimination, and as litle obstetric 
interference as possible. Accidental haemorrhage occurred eleven times 
with no deaths, and placenta praevia, sixteen times with four deaths, 
three of these last cases were admitted moribund, one dying undelivered. 

Two cases of rupture of the uterus were admitted, 48 and 72 hours 
respectively after the onset of labour. One was delivered with the forceps 
and the other treated by hysterectomy. One died, and the other was trans- 
ferred for further treatment, but the report does not state which was which. 


Caesarean section was performed twice for contracted pelvis with good 
results. 


In the Government Hospital 2768 deliveries (including abortions) are 
recorded with 72 dcaths, 2.6 per cent. 3317 cases are recorded under 
“Diseases of Pregnancy and Gynaecological Cases’? of which non-obstetric 
operations account for 1148. 3 patients died undelivered. 
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2658 Children were born, 65 macerated, 181 still-born, and 227 died, 
making the foetal and neo-natal mortality 171.8 per cent. The high 
mortality in this case was due to the large number of deaths after delivery. 

No morbidity rate is given in this report, but there is a table showing 
135 cases of sepsis, with § deaths. 

Eclampsia occurred in 64 cases with 7 deaths (10.77 per cent) and the 
details are shown in tabular form. The treatment was mainly eliminative. 
One case was delivered by Caesarean section with incision of the capsule 
of the kidneys—mother and child both died. 

Accidental ante-haemorrhage occurred 6 times with no deaths, and 
placenta praevia in 21 with 5 deaths. 

Rupture of the uterus receives remarkably scant notice. There were 
7 cases but only two deaths are ascribed to this disaster; a recovery rate 
of over 70 per cent. is surely deserving of some mention. 

Caesarean section was performed 3 times with 5 maternal and 5 infant 
deaths. 

The Gynaecological report is a table of the operations performed, set 
out in thirteen numbered columns in a very official form. Column 13 is 
for remarks and is a “‘nil return.’”? This is a pity as column 4 (primary 
operations) states there were 22 Caesarean sections, column 5 (secondary 
operations) 1 Caesarean section, and column 7, (total number of patients 
operated on) 22 Caesarean sections. But what is a ‘‘secondary Caesarean 
section”? It cannot be simply the second time a patient has Caesarean 
section as it is stated in the Obstetric report that seven of the cases were 
done because the patient had had a Caesarean section. A few words 
in column 13 would have been most edifying. The general results of the 
1148 non-obstetric operations were good, the death rate being 1.3 per cent. 

Statistical reports of the obstetric and gynaecologic work done at the 
Chicago Lying-in Hospital and Dispensary during the seven years 1918— 
1925 by Dr. Robert B. Kennedy, Dr. George J. Stream, and Grace Gambrant 
Harries R.N. 

This report commences with a foreword by J. B. De Lee, M.D. in which 
he states that “‘the wealth of statistical material has hardly been tapped, 
and only the items of greatest general interest are pzeseuted.’’ The full 
records are offered to investigators. Over three quarters of the patients are 
numbered among the better classes of society, and only a few were illegiti- 
mately pregnant. Syphilis and gonorrhoea are rarely met with. In addition 
to the regular staff, over 140 outside physicians deliver women in the hos- 
pital. The Board of Directors does not encourage the extension of the 
Gynaecologic department preferring to devote the greater number of its 
beds to the child-bearing mother. 

The report proper commences with a general description of the hospital 
and its work. There are two separate buildings with no connection between 
them, each building having its own kitchen, laundry, staff and resident 
quarters, so that the smaller building, containing seventeen eds is a 
complete isolation block, and is used for all ‘“‘suspect cases.’”’ The hospitai 
is a teaching institution, and makes special provision for post-graduate 
study, either by a six months resident course, or a short ‘‘Observer’s 
course.’’ Students receive an intensive two weeks course, and midwives are 
trained. 

The report is interesting reading. In 17,105 deliveries in which preg- 
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nancy had advanced into the 7th month, there were 41 deaths—o.239 per 
cent. A remarkably low figure. Details of these deaths are given concisely 
and clearly, followed by details of 30 deaths which occurred in cases of 
abortion, and admissions after delivery, and four cases of death in no way 
related to pregnancy or childbirth. The total mortality of all these cases 
works out at about 9.4 per cent. 

The foetal mortality is fully set out in a table showing 17,275 babies 
born at a period of viability. 677 or 3.9 per cent. are lost either still-born 
or neo-natal deaths. 

The morbidity is calculated on Queen Charlotte’s standard—namely 
every elevation of temperature to a 100 F. or over whenever occurring, 
and works out at 11 per cent., but the maternal deaths are not included in 
the calculation. By the B.M.A. standard the morbidity is just over 4 per 
cent. 

Caesarean section was performed 487 times, with 7 deaths (1.4 per cent.) 
the classical operation §8 times, with four deaths (4.5 per cent.) The lower 
segment section 390 times with three deaths (0.76 per cent.) and Caesarean 
hysterectomy 9 times with no deaths. The classical operation was not per- 
formed in ‘‘suspect cases.”” In this series there were six sets of twins, so 
that 493 babies were born. Nine were still born and 15 died before the 
mother left hospital, a foetal mortality of 4.8 per cent. Omitting monsters 
and foetuses dead before operation, the corrected mortality is 2.2 per cent. 

The compilers of the report conclude that there is an irreducible foetal 
mortality even when the easiest method of delivery—Caesarean section— 
is employed. 

Placenta praevia is dealt with in some detail. 70 cases occurred, in 
which the placenta was definitely praevia, and there were 13 cases of 
haemorrhage due to “‘low insertion” of the placenta. Caesarean section 
was performed 23 times with no maternal, and only two foetal deaths a— 
monster and a macerated foetus. There was only one maternal death from 
placenta praevia. Accidental haemorrhage occurred 82 times and was severe 
in 12 cases. Three mothers died, and 36 per cent. of the babies were lost. 
The condition of the mothers—albumin, oedema, etc. is not given. 

The gynaecologic service deals with 801 varied operations with only two 
deaths. The whole report is bristling with useful information and the 
uniformly good results are worthy of study. 


“Annual Report of the Coombe Lying-in Hospital, 1925.” By Louis 
Cassipy, F.R.C.S.I. 

Having discovered that his reports are reviewed in this journal Dr. Cas- 
sidy has spread himself and written quite a monograph. 

He starts with a speculative essay on the possible factors concerned in 
the production of puerperal sepsis, illustrated by full details of two cases 
and the result of a preliminary bacteriological investigation. Abortions next 
claim his attention, and he states that ‘The greater the experience obtained 
in dealing with such cases, the more one is dissatisfied with the ordinary 
text book classification of causation,’? a sentiment with which we are in 
hearty agreement. His speculations which follow are interesting. He 
promises further investigation in the coming year and we look forward 


me 


Book Reviews 453 


to his 1926 monograph. He is dogmatic on the treatment of placenta praevia 
and states that version is the most suitable except when ‘‘the child is alive, 
at or near full time, the placenta central and the mother an elderly primi- 
para (?) uninfected and anxious for a living child.” 

This last sentiment doubtless is stimulated by a 100 per cent foetal 
mortality in his cases of version. External accidental haemorrhage does 
not excite him much. Qut of 27 cases one died, but apparently the con- 
dition does not call for any special treatment, as none is mentioned either 
in the letterpress, or in the tables. Concealed haemorrhage he regards 
very differently, and states that “the ordinary treatment recommended is 
that of Caesarean section. An alternative and better method is the admini- 
stration of pituitrin.” This opinion is based on two cases in 1924 who 
recovered, and one in the year of tue.report, who died. This case ‘‘was one 
in which no treatment was of any avail’’—apparently the only treatment 
tried was rupture of the membranes and pituitrin. Uterine inertia is 
graphically portrayed in a full description of four cases; and other inter- 
esting cases are recorded in detail in this interesting monograph. 

Then follows the usual report in tabular form. The tables are well 
drawn up and give all the important details. In particular, we notice tables 
ol infant mortality and still-birth, abortions, and maternal morbidity, each 
case being detailed separately. 

A short report of the gynaecology and pathology of the hospital then 
follows, after which appears a monograph by D. L. Hemmingway, M.B., 
on blood pressure in normal and abnormal pregnancy. This paper is 
obviously the result of much careful work and demands attention. 
Louis CaRNAc RIVETT. 


‘Medical and Clinical Report of the Edinburgh Royal Maternity and 
Simpson Memorial Hospital for the year 1925.”” By DouGras MIL- 
LER, M.D. F.R.C.S. E. 

This report follows the lines of its predecessors. 1782 In-patients were 
treated with 34 deaths (1.9 per cent.) 1648 patients were delivered in the 
Hospital with 24 deaths (1.45 per cent.) There were no deaths among 
the 531 patients delivered in their own homes. The morbidity by the 
B.M.A. standard was 7 per cent. and the total loss of infant life was 10.5 per 
cent. 

Comparing these statistics with the Chicago report one has to take 
into account the greater incidence of abnormal cases at Edinburgh. Thus 
there were 39 cases of eclampsia which is six times the incidence at Chicago. 
49 cases of placenta praevia which is nearly eight times the incidence. 

There were five deaths from eclampsia (12.8 per cent.) and four from 
placenta praevia (8 per cent.) Caesarean section was performed 65 times 
with two deaths (3 per cent.) and there was only one post-mortem Caesa- 
rean section resulting in the second of twins being born alive. 

The tables give a wealth of detail for all abnormal labour, each case 
being given separately. Parity is shown throughout in a column headed 
“Para”? in which a number is placed indicating the previous pregnancy, 
thus a woman with her first pregnancy is labelled ‘‘Para O,’’ which is 
correct, but the compiler falls when dealing with post-partum haemorrhage, 
as in his table, eight of the women are stated to have had had no children. 
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“The x-ray in Embryology and Obstetrics.’”” By W.A. NEWMAN DORLAND, 
A.M., M.D., F.A.C.S., Professor of Gynaecology and Obstetrics, and head 
of the Department of Obstetrics in the Post-Graduate Medical School of 
Chicago: and MaxImMILIAN Hupeny, M.D., F.A.C.S., F.A.C.P., Editor 
of ‘Radiology’ : Director of the Department of Radiology of The Physicians 
and Surgeons Institution. Consulting Radiologist to The Grant, Henrotin, 
and Policlinic Hospitals of Chicago. pp. 420. Price 50/- nett. 


THE application of Radiology to the scientific study of Embryology and 
Obstetrics has undoubtedly been slower in developement than in other 
branches of medical science. This is in all probability due to the great 
difficulty experienced in properly applying this somewhat intricate subject. 
It has been the object of the authors in this volume to group systematically 
and present the sporadic labours of the worlds scientists in this field of 
endeavour ; we think their work will be found to have simplified a distinctly 
complex matter, and rendered it at least more accessible to those particularly 
interested in this branch of Medicine. Chapter 1. gives a concise summary 
of our present day knowledge of the influences of x-rays and allied 
substances on living tissues, normal and abnormal, while Chapters 2 to 11, 
deal exclusively with the subject of embryonic developement as revealed 
by the x-rays. The two following chapters are devoted to anomalies of 
skeletal growth as shown by x-rays. Chapter 10, deals with the female 
pelvis considered obstetrically and radiographically. This, and the chapter 
following, devoted to the radiography of pelvic contraction are exceptionally 
good. Apart from the obvious value in the diagnosis ‘of normal and 
abnormal pregnancy, interesting and important details are given in the 
study of the female pelvis before, during and after gestation, especially 
as concerns the alterations in the pelvic joints occurring during pregnancy 
and labour, the recognition of anomalies of pelvic developement, and the 
bearing of these findings upon the possibilities of dystocia and its proper 
preventative treatment. A complete resume of Radiopelvimetry is given, 
together with a comparative study of their respective value and efficiency. 
As pointed out by the Authors, the main difficulty to be overcome is 
Divergence-distortion, and their considered opinion is that this is best 
eliminated by ‘Hirshs Method’, namely the ‘tele’ or distance radiographic 
method, similar to the method he uses in the examination of the heart. 
Th examination is made at a plate distance of 250 cm. (which does away 
with divergence distortion), with the pelvis in the Albert position, which 
prevents angular distortion of the inlet plane. These two chapters are 
profusely illustrated with prints of x-ray plates showing all the different 
varieties of contracted pelvis, in some, while labour is actually in progress. 
These are excellent and worthy of careful study. 

The remaining chapters, 14, 15, and 16, deal with the aetiologic signific- 
ance of the x-rays in teratogenesis and teratologic radiography. The 
collection of radiographs of pelvic contraction and of foetal teratism are, 
the authors believe, unparalleled elsewhere and we are inclined to agree, 
indeed it is doubtful whether a more complete rendition if the Radiography 
of Embryology and Obstetrics is available at the present time. A complete 
and very valuable bibliography has been appended to each chapter. We 
can strongly recommend the study of this book to all interested in the 
subject of Radiography as applied to Obstetrics and Embryology. 


A. Gray, 
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“Appendix, 1925, to the Gynaecological and Obstetrical Monographs.” 
D. Appleton & Co. Cloth 12/6 net. 


This book deals with many communications published between 1922 
and 1925 concerning subjects of Gynaecological and Obstetrical interest. 
The various chapters are written by different American authorities who 
give an accurate and concise account of a good deal of the new work 
produced throughout the world. Anyone desiring to look up the latest 
work in these subjects will find the Appendix invaluable. In particular, 
we notice the following :— 

The intravenous injections of mercurochrome in large quantities is 
recommended for the treatment of puerperal septicaemia. This should 
follow repeated blood transfusion which should not exceed 300 cc. in 
amount. Immuno-transfusion is not mentioned. Auto-streptococcal serum 
is considered to be of value as a prophylactic agent only. 

The article on menstruation and its disorders is well worth reading. 
The author considers that ovarian extracts as therapeutic agents have not 
as yet produced results of much clinical value. He agrees with us that 
many of the commercial products are inactive. 

In dealing with Caesarean section, it is interesting to note that in 
America this is still the most popular way of dealing with eclampsia, in 
spite of the fact, as the author states, that conservative measures give 
better results. Seventy references are given in the chapter on pelvic 
neoplasms. Particular attention has been given to carcinoma cervicis. The 
published results are most contradictory. One German surgeon claims 
an 80 per cent. “‘five year cure’? for the radical operation, and similar 
results are claimed by a fellow countryman for radium. The author is in 
favour of a truly radical operation when possible and radium for the inoper- 
able cases. In all cases he thinks deep X ray therapy should be employed 
as a supplementary measure. He also advocates preliminary irradiation by 
radium a fortnight before radical hysterectomy. The impression left by 
this review is that statistics can prove anything or nothing. 

The rest of the subject is dealt with in an equally exhaustive manner. 

Hundreds of references are given and for these alone the book is most 


valuable. It is well written and great pains must have been taken in its 
compilation. A. L. W. 


‘Recent Advances in Obstetrics and Gynaecology.” By ALECK W. 
BOURNE F.R.C.S. J. & A. Churchill. 12/6. 


The author is to be congratulated on having produced a book which 
contains, in detail, the new work in Gynaeology and Obstetrics from 
its practical aspect without including the improved or theorectical work 
which, although of great interest to the specialist, is apt to be misleading 
and unintelligible to the busy practitioner. 

The recent investigations on the toxaemias of pregnancy is carefully 
and clearly analyzed, and although some of the newer biochemical methods 
may not be available to many of his readers, the author gives them much 
advice of which they will be able to make use. 

The modern treatment of Eclampsia is given in detail, and it is 
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interesting to read the report of a case treated by Pro. Stroganoff in Queen 
Charlotte’s Hospital. 

Caesarean section as a therapuetic measure is put into its proper sphere 
of usefulness. A certain famous Gynaecologist once said that ‘‘any fool 
can perform Caesarean section, but it needs a wise man to know when to 
perform it.’ 

Chapters are also given to ante-natal care, maternal and foetal 
morbidity and mortality ante-partum haemorrhage and puerperal sepsis 

In the section on gynaecology attention is given to present day operative 
Gynaecology. The author points out how the modern tendency is towa:ds 
conservation and repair of organs. The curette is put into its proper place. 
Dr. Douglas Webster appends an excellent article on X rays; Dr. Justina 
Wilson on Electrotherapeutics ; and Dr. Malcolm Donaldson analyses the 
present position of radium in the treatment of carcinoma of the cervix. 

An appendix of instruments and appliances is given which might well 
have been omitted. 

The book is of great value to all interested in the subject, be he teacher, 
student, or country practitioner, It is a practical book. 


A. L. W. 


“Migrane and other Common Neuroses’”’. By F. G. CROOKSHANK, M.D., 
F.R.C.P., Physician to the Prince of Wales General Hospital, Pysche 


Miniatures, Medical Series No.1. pp.1or. Price 2/6. London, Kegan 
Paul. 1926. 


THE subject matter of two lectures in 1924 and 1925 is here reprinted in 
book form ‘‘in the hope that the interest of practicioners may be drawn 
towards consideration of the pyschical no less than the physical, and the 
physical no less than the pyschical aspect of every case of ‘neurosis, and 
‘functional’ disease.’ The first lecture is devoted to a general consideration 
of the pyschological interest in the common neuroses, while in the second 
a more detailed account is given of migrane, especially of the pyschological 
states and modes of pyschological reaction throughout life in sufferers 
from this variety of paroxysmal headache. 

The author is not satisfied that purely physical or chemical factors 
alone are the cause of migraine, such as fatigue, eyestrain or protein shock. 
He believes that there is usually an organ inferiority present, such as 
facial asymmetry, asymmetrical errors of refraction and a peculiar pyschol- 
ogical attitude which must be elucidated and adjusted before the patient 
can be cured. ; 

The book can be recommended not only to those called upon to treat 
the neuroses, but also to the members of our profession who themselves 
ate sufferers from migraine. It would be interesting to know how many 
of those so afflicted would agree that their pyschological states or mental 
content at the onset of the attacks is that depicted by the author, or 
that the one is dependent upon the other. 


G. G. BEAUMONT, 
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Abdomen in Labour.’? By NoRMAN M.R.C.S. Oxford Univer- 
sity Press. 5/- nett. 


The essay which was awarded the Sir Charles Hasting’s prize of the 
British Medical Association, 1926, is here produced in book form. 

It is the result of many years of careful observation, and should prove 
of value, not only to medical students and pupil midwives, but also to the 
more experienced practitioner. 

Of particular interest are the reasons given for the alleged ‘‘neglect of 
the abdomen during Labour,’”’ and the value of ante-natal examination of 
the abdomen is also emphasized. 

If Dr. Porritt’s ideal is attained there should be a marked reduction 
in the maternal morbidity rate.in this country. 


M. W. SPARKES. 


> 
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Director: FRANK E. TAYLOR, 
M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


Tu1s Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the ‘ Journal 
of Obstetrics and Gynecology of the British Empire ” exchanges :~-- 
British—The Lancet; British Medica! Journal. 


Canadian.—The Canadian Medical Association Journal; Bulletin Medical de 
Quebec. 


Australian.—Medical Journal of Australia. 
South African.—Medical Journal of South Africa. 


American.—American Journal of Obstetrics and Gynzcology; The Journal of the 
American Medical Association; Surgery, Gynzcology and Obstetrics 


French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et Gynécologie de Paris 


Belgian.—Bruxelles-Médical. 

Italian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia 

German.—Zeitschrift fiir Geburtshiilfe und Gynakologie ; Archiv fiir Gynakologie ; 
Zentralblatt fiir Gynakologie; Monatsschrift fiir Geburtshilfe und Gynakologie ; 
Miinchener Medizinische Wochenschrift. 

Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Bueno: 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 

o made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 
London: J. LYLE CAMERON, F.R.C.S., DorotHy N.L. LEverRKus, M.B., 
F. E. TAYLor, F.R.C.S., JUSTINA WILSON, M.R.C.P. 
Leeds: A. GouGH, F.R.C.S. 
Rugby : Ropert A. HENDRY, F.R.C.S. 
Sheffield: W. W. KING, F.R.C.S. 
Glasgow: JANE H. JamMES HENDRY, M.D 
Sydney : T. FARRANRIDGE, M.B. 
Huddersfield : W. E. CROWTHER, M.B. 


Lancet. 
April 10, 1926. 
Theory and practice in relation to the treatment of cancer with lead. 
W. Blair Bell. (Correspondence). 
April 17, 1926. 
A tuberculosis maternity clinic. (Annotation). 


The problem of malignant disease: A view. R. Morton 
(Correspondence). 


‘ 
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Review of Current Literature 
April 24, 1926. 
On a method of cancer research. Hastings Gilford. 


May 1, 1926. 
X-Rays in cancer. J.Thomson-Walker. (Correspondence). 


May 22, 1926. 
*Common difnculties in labour met with in general practice. H. 
Russell Andrews. 
*Two cases of puerperal fever. R. Swy 
*Widespread secondary growths from saben cancer. A. E. Chisholm. 
Insulin in vomiting and eclampsia. (Annotation). . 
Bacterial infection and accidental hemorrhage. (Annotation). 


May 29, 1926. 
The causation of gynzecomastia (mammary feminism). F. Parkes 
Weber. 
The pre-cancerous state. (Leading article). 
Municipal consulting obstetricians. (Annotation). 
X-ray treatment of cancer. N. Podkaminski and R. Morton 
(Correspondence). 
Bacterial infection and accidental hemorrhage. R. H. Paramore. 
(Correspondence). 
June 5, 1926. 


*Some remarks on osteomalacia. F.S. Fowweather. 
Birth injuries to the eye. 
Treatment of congenital syphilis in children. D. Natarro. 

The pre-cancerous state. G. L. Cheatle and H. Gilford. (Corre- 
spondence). 

X-ray treatment of cancer. J. H. D. Webster, J. C. Mottram and J. 
Thomson-Walker. (Correspondence). 

Sir John Williams, G.C.V.O., M.D. (Obituary). 


June 12, 1926. 
X-ray treatment of cancer. (Leading article). 
The Botelho reaction of cancer. (Annotation). 

Listerism in midwifery. F. Champneys. (Correspondence). 
Autolytic products of malignant tumours. H. Chambers.  (Corre- 
spondence). 
Birth injuries to the eye. E. Thomson and L. Buchanan. (Corre- 


spondence). 
June 19, 1926. 
Contagious abortion. (Annotation). 
Fat metabolism in infantile atrophy. (Annotation). 
X-ray treatment of cancer. F. Hernaman-Johnson. (Correspon- 
dence). 


Common difficulties in labour met with in general practice. From the results 
obtained at the East End Mothers’ Lying-in Home, Russell Andrews 
shows how adequate antenatal supervision, asepsis and patience 
suffice to prevent difficulties in labour on a large scale. 


Two cases of puerperal fever. Swyer records two cases of puerperal 


fever presenting unusual features, namely: (1) Thrombosis of the 
inferior vena cava, and (2) Recovery after severe puerperal septi- 
ceemia, a hemolytic streptococcus being recovered from the blood. 
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Widespread secondary growths form vulvar cancer. (Chisholm excised a 


flat-celled epithelioma of the left labium minus together with the 
glands of the leftygroin. Six months later there was no local recur- 
rence and no evidence of involvement of internal organs, but there 
were dozens of discrete, subcutaneous, mobile nodules of varying sizes 
over the front, back and sides of the abdomen and chest. The glands 
cf the right groin and those of the axilla, of the right anterior triangle 
of the neck, and of both posterior triangles were also enlarged. 


Some remarks on osteomaiacia. | Fowweather records a case of osteo- 
malacia, giving detailed chemical findings of the examination of the 
blood and urine. The outstanding features of these results are the 
low CO-2 combining power of the blood together with a lowered 
sodium chloride value, with an increased ammonia coefficient and 
acetone in the urine. There is, therefore, a moderate degree of star- 
vation acidosis. The relation of chronic under-nutrition and acidosis 
is discussed, and the similarities between osteomalacia and rickets are 
pointed out. It follows that the treatment of osteomalacia must be the 
same as that of rickets. The healing of bone lesicns in adults is more 
difficult than in children, but it is claimed that correction of dietetic 
and hygienic deficiencies cured the European War-time cases of 
osteomalacia. 


British Medical Journal. 


January 2nd, 1926. 

*Save the women and children. C. Berkeley. 
Congenial pachydermatocele. M. Sourasty. 
A vaginal calculus. W. F. Brayne. 

January goth, 1926. 
*Delivery of breech with extended legs. N. B. Hall & H. W. Page 
Torsion of Fallopian tube. J. C. Jefferson. 
Prevention of puerperal fever. J. Robertson. and F. G. Layton. 


(Correspondence). 

Recent Investigations into the cause of cancer. J. Young. 
(Correspondence). 

Pale babies and deep perambulators. B. A. Astley Weston 
(Correspondence). 


January 16th, 1926. 
Labour complicated by utero-vesical fistula. A. Rubins. 
Puerperal morbidity and mortality. A.C. Stark, F. L. Cary and A. 
H. Turner. (Correspondence). 
Pale babies and deep perambulators. A Hodgson. (Correspondence) 
January 23rd, 1926. 
Rectus transplantation in the treatment of ventral hernia. H. C. 
W. Nuttall. 
Supernumerary breast. A. Cruickshank. 
Complete inversion of the uterus. J. Hoylé. 
January 30th, 1926. 
A new outlook in cancer. W. Cramer. 
Torsian of Fallopian tube. J. C. Gillies. 
Spencer’s ‘‘Caesarean Section.’’ (Correspondence). 
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February 6th, 1926. 
Action of pituitary extract administered by the wtigsieituny tract 
H. H. Knaus. 
Inguinal hernia containing a rudimentary horn of a bicornuate uter- 
us. T. B. Monat. 
A vaginal calculus. E. F. Murray. 
Spencer’s ‘‘Czesarean Section.’? H.R. Spencer. (Correspondence). 
February, 13th, 1926. 
*The development of vaginal operations for genital prolapse. W. E. 
Fothergill. 
*Hyperglyceemia as a cause of pruritus vulve. E. McPherson. 
Vaginal calculus. H. C. Bristowe. 
Congenital hydronephrosis in a newly born infant. R. W. Hunter. 


February 20th, 1926. 

*Full-time ovarian foetation. L. EK. Acomb and T. I. Candy. 
Spencer’s ‘‘Czesarean Section.’? G. Fitzgibbon. (Correspondence). 
February 27th, 1926. 

Cyescedema (Correspondence). S. E. Kark. 
Prevention of puerperal fever. A. J. Lames. (Correspondence). 


March 6th, 1926. 
Puerperal fever : endogenous infection. W. E. Fothergill. 
(Correspondence). 


March 13th, 1926. 

*Puerperal mortality. Sir E. Maclean. 

*Maternal mortality and morbidity. L. Mcllroy. 

*The treatment of severe and persistent hemorrhage by radium. 
S. Forsdike. 

An unusual presentation. S. J. Malan. 

Pregnancy in double uterus. J. C. Macgown. 

Puerperal mortality (the week). 

The development of vaginal operation for genital prolapse. R: H. 
Paramore. (Correspondence.) 


March 2oth, 1926. 
Cystic dilation of ureter : removal of ureteric calculus per vaginam. 
J. Atkin. 
Sac of cervix with retained menses. A. P. Linton. 
Prophylactic vaccination of the mnewly-born against tuberculosis. 
(Leading Article.) 
April 3, 1926. 
Chronic pelvic pain in women. A. Alcock. 
Lead in the treatment of malignant disease. A. Leitch. (Correspon- 
dence). 
April 10, 1926. 
A prize for research in disorders incident to maternity. (The Week). 
Lying-in hospitals for tuberculous women. (The Week): 
The relation of training to cancer. (The Week). 
Lead in the treatment of cancer. W. Blair Bell, J. Young and C. A. 
Joll. (Correspondence). 
April 17, 1926. 
+Rtiology of accidental hemorrhage and placental infarction, An 
experimental investigation. F. J. Browne, 
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The etiology of accidental hemorrhage. (Leading article). 
Dr. Young’s cancer parasite. A. Leitch. (Correspondence). 
The facts of sex. A. J. Brook. (Correspondence). 
Tuberculosis and pregnancy. E. Ward. (Correspondence). 


April 24, 1926. 
Gangrene in an infant seven days'old: recovery. W.R. Grove. 
Dr. Young’s cancer parasite. J. Young. (Correspondence). 
Brow presentation. J. Gossip. : 
Dr. Young’s cancer parasite. A. Leitch. (Correspondence). 


May 22, 1926. 
A simple modification of the midwifery forceps. J. H. Ferguson. 
Infantile amputation of left leg. W. Hornsby. 
Two neo-natal deaths. T. E. Francis and A. B. Slack. 
Radium treatment of gynecology. (The Week). 
The theory of the cancer virus. (General article). 
Cervical cancer and venereal disease. F. J. McCann. 


May 29, 1926. 
*Fatal heemmorrhage from the liver in an infant five days old. H.R. 
Spencer. (Correspondence). 
The etiology accidental hemorrhage. R. H. Paramore. (Corre- 
spondence). 
Gangrene in the new born. J. I. Cameron. 


Sir John Williams, Bt., G.C.V.O., M.D,, F.R.C.P. (Obituary 
notice). 


Save the women and children. Berkeley points out that of the 700,000 
women annually delivered in this country 3,000 never leave their 
beds again except in a coffin; hence the slogan of the medical pro- 
fession should be ‘‘Save the women and children.’’ For this end 
educational measures and improvements in ante intra-, and post natal 
methods are necessary. The medical student, the pupil midwife, 
the medical man and the laity all need to be educated in this sub- 
ject, and it is the general practitioner that Berkeley considers should 
be the chief instrument in the reduction of the maternal and infantile 
mortality and morbidity. 


Delivery of breech with extended legs. From an investigation of 100 
cases at Queen Charlotte’s Maternity Hospital during the lest ten 
years, the authors conclude that care should be taken in deciding 
the propitious time for bringing down the legs; in realizing the 
importance of not pulling on the legs when they have been brought 
down, in ascertaining the position of the arms in the uterus as 
soon as the child is born as far as the umbilicus and in the delivery 
of the after-coming head, with special reference to pushing up the 
occiput and placing the fingers well inside the mouth before delivery. 

The development of vaginal operations for genital prolapse. Fothergill claims 
that vaginal surgery is now uniformly successful in cases of genital 
prolapse, and that recurrence is rare, even when pregnancy and labour 
follow and s°vcze'y test its efficiency. Under the term ‘‘genital 
prolapse’ Fothergill includes (a) cystocele, (b) prolapse (c) long 
cervix with loose uterus and (d) rectocele, and three combinations, 
namely (a) rectocele and cystocele, (b) rectocele true prolapse, and 
(c) rectocele and long cervix. The operations used in the treatment 
of these conditions comprise combinations of anterior colporrhaphy 
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and amputation of the cervix, followed by perineorrhaphy unless 
there is rectocele when colpoperineorrhaphy is done. In this lecture 
Fothergill traces the origin and development of these operations. 


Hyperglycemia as a cause of pruritus vulve. McPherson describes the 
case of an unmarried woman of 56 in whom severe pruritus vulve 
was produced by slight hyperglycemia (blood sugar = 0.19%) 
without glycosuria. The condition yielded to dietetic treatment. 


Full-time ovarian fetation. Acomb records a full-time ovarian feeta- 
tion in a primigravida aged 33. A skiagram taken by Caudy showed 
a fully developed foetal skeleton of about eight and a half months 
gestation lying in an extremely irregular position. Laparotomy 
revealed the uterus not much bigger than the non-pregnant. uterus 
lying in the pelvis. The right Fallopian tube was flattened and 
stretched over the sac and the right ovary was thinned. out 
constituting the sac. A macerated foetus weighing 7% lbs. was 
removed. There was no difficulty in removing the placenta. The 
patient recovered. 


Puerperal mortality. Maclean considers that it is easier to fulminate 
against the general practitioner and midwife than to render available 
those conditions of service which are essential for the elimination 
of many of the factors contributory to the mortality and morbidity 
rates, and that until further knowledge emerges to illumine 
some aspects of the problem, there will still always remain a mor- 
tality rate sufficiently large to, engender concern. 


Maternal mortality and morbidity. McIlroy looks to the extension of 
ante and post natal work as the most effectivé means of improvement 
and that while education in midwifery has improved much remains 
to be done. She advocates the provision of more beds for abnormal 
cases and for institutional accommodation and the utilization of the 
material so provided for educational purposes. As regards sepsis 
she believes that if the cause of the endogenous variety were known 
maternal mortality might be reduced by one third. Lastly, the 
existing organisation of midwifery is more or less chaotic and there 
is a lack of cohesion between local authorities and medical 
practitioners and midwives. 


The treatment of severe and persistent hemorrhage by radium. ‘The : type of 


hemorrhage considered by Forsdike is frequently described as 
idiopathic or essential hemorrhage, and pathologically as chronic 
metritis, fibrosis uteri or chronic subinvolution. The one distinctive 
feature is excessive and uncontrollable hemorrhage with absence 
of pelvic lesion. The cases were chosen for the following reasons : 
(1) The persistence of uterine hemorrhage after prolonged medical 
treatment; (2) after curettage or other operation with no. relief; (3) 
advanced degree of anzeemia with shortness of breath, headaches, 
cedema of the legs ete.; (4) cases in which the patient had to spend 
some part of each month in bed on account of the severity of the 
‘hemorrhage. ‘Two hundred cases were treated, and Forsdike finds 
the results from radium in utero are so consistent and satisfactory 
as to place other methods which are open to criticism beyond the 
scope of clinical practice, 
F.E.T. 
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Etiology of accidental hemorrhage and placental infarction. [py this pre- 
liminary communication Browne thus summarises the results of his 
experimental investigation :— 

1. By setting up a chronic oxalate nephritis and then causing an 
acute exacerbation of the nephritis by introducing oxalates plus 
certain organisms it is possible to produce in pregnant rabbits acci- 
dental hemorrhage, both external and concealed, and placental infarc- 
tion. This method is successful in 100 per cent. of cases. 

2. Hemorrhage can be produced, though less easily, by setting up 
an acute oxalate nephritis and then introducing organisms. 

3. A similar result can be obtained, also with less certainty, by 
producing an acute oxalate nephritis without subsequent introduction 
of organisms. 

4. A similar result can be obtained by setting up a chronic 
nephritis and afterwards introducing organisms. The latter first set 
up an acute exacerbation, and hemorrhage occurs later. The result in 
this case is also less certain than by the first method. 

5. Iu every case in which hemorrhage has sq far been caused, an 
acute or subacute exacerbation of the nephritis, as indicated by a rise 
in the blood urea, has preceded the hemorrhage. 

6. The coliform group of organisms seems to be the most potent 
in producing the acute nephritis that predisposes to hemorrhage and 
infarction. 

7. An acute exalate nephritis leads to marked retention of urea, but 
even when the urea concentration in the blood is at its highest point 
no albumin may be present in the urine. It is important to bear this 
in mind before excluding nephritis in accidental hemorrhage. 

8. These experimefits show that nephritis, acute or chronic, is an 
important predisposing factor in the production of accidental 
hemorrhage and placental infarcation, and that toxemia is the exciting 
cause. It is believed that organisms only act by setting up an acute 
exacerbation of the nephritis, and that they do not lead directly to the 
hemorrhage, the latter being caused by endogenous poisons held up in 
the circulation by the acutely damaged kidney. 


Theory and practice in relation to the treatment of cancer with lead. Blair Bell 


considers malignant neoplasia to be a reversion of the somatic cell to 
the early embryonic type which forms the trophoblast, and regards the 
chorionic epithelium as being a normally malignant tissue that comes 
under somatic control. It is malignant in that it is dependent on its 
own efforts to obtain nourishment for itself and indirectly for the 
growing embryo. With regard to treatment, Blair Bell believes that 
the use of colloidal lead in the prevention of recurrence after opera- 
tion is a matter so important that every case subjected to operation 
for cancer, whether the disease be believed to be totally eradicated or 
not, should be treated as if the patient still had the disease. In the 
treatment of existing disease the action of lead is probably quantitative, 
and the satisfactory results depend on the lead reaching the malignant 
tumour in sufficient quantity,,without poisoning the patient. To lessen 
the quantity of lead necessary, large accessible growths should be 
removed, and, in suitable cases, X-rays may. be employed i in conjunc- 
tion with intravenous injections of lead. 
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The inflxence of the vermiform appendix in gynaecological surgery. From the 


experience of a series of abdominal sections performed in the gynz- 
cological department of the Bristol Royal Infirmary, Statham con- 
cludes that :— 

1. The appendix is very likely to be affected by pelvic inflamma- 
tions and may be the cause of salpingo-oéphoritis and its consequences 
more frequently than is expected. 

2. The appendix should be suspected and examined in all cases of 
pelvic peritonitis, and it should be removed if it is any way diseased, 
to prevent further trouble at a later date. 

3. Even when the operation is performed for a condition which is 
not inflammatory the appendix should be examined ; 20 per cent. of my 
series show definite dieease of this organ, and two of the 31 appen- 
dices removed were reported as malignant. 

4. Acute pyosalpinx is frequently complicated by acute appendi- 
citis and vice versa. 

5. “QOdphoritis” as a disease, and apart from pelvic peritonitis, 
should not be diagnosed. If at operation the ovaries are found to be 
merely enlarged and not adherent, then the appendix is most likely 
to be the cause of the patient’s pelvic pain. In corroboration of this, 
the number of odphorectomies performed at the Royal Infirmary has 
fallen to a quarter of the number which were done before the war, 
and the results as to the cure of chronic pain have very greatly 
improved. 

6. It is just as well to remove a pelvic appendix whenever found, 
even if it appears quite healthy to the eye. 


Fatal hemorrhage from the liver in an infant five days old. This hemorr- 


hage was due to a fissure in the liver resulting from a laceration which 
probably occurred during birth, though the fact of labour having been 
easy and normal makes it difficult to understand how it occurred. 


F.¥. T. 


The Clinical Journal. 


Vol. LIV. No. 52. December 30th, 1925. 
*The clinical significance of shoulder-tip pain. J. Morley. 
*The diagnosis and treatment of syphilis in pregnancy. D. J. Malan. 
Vel. LV. No. 1. January 6th, 1926. 

*On hernia through the outlet of the pelvic diaphragm in women 
(prolapse of the titerus) and its radical cure.. W. Robinson. 
The diagnosis and treatment of the minor disorders of the meno- 

pause. O. C. M. Davis. 
Vol. LV. No. 2. February 3rd, 1926. . 
“The X-rays in the diognosis of the complications of pregnancy 
Candy. 


The clinical significance of shoulder-tip pain. Pain over the 


shoulder caused reflex by stimulation of the sensory branches of 
the phrenic nerve is invariably associated with painful stimulation 
of the diaphragm. Amongst the conditions producing this symp- 
tom are to be reckoned the graver forms of tubal rupture. It was 
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present in six of the author’s consecutive series of eight cases. ‘The 
author considers that during the chemical changes involved in the 
process of clotting some substance is elaborated which acts as a 
painful stimulus to the sensitive parietal peritoneum. 


The diagnosis and treatment of syphilis in pregnancy, Malan emph- 


asises the following points:—(1) The value of treatment and 
the consequent great improvement in foetal prognosis. (2) The 
value of even a small amount of, and apparently inefficient, treat- 
ment. (3) The value of treating suspects even if the Wassermann 
is negative. Often, no doubt, in these cases the father is the 
diseased agent, and by treating the mother we are treating the 
paternally infected foetus through the placental circulation. (4) 
Other symptoms of syphilis are seldom evident—in only ten cases 
out of 65 was there any history or signs of syphilis. (5) Even though 
the maternal Wassermann remains positive, the child is born alive 
and well after treatment. 


On hernia through outlet of the pelvic diaphragm in women 
(prolapse of the uterus) and its radical cure. Robinson considers that 
every case of prolapse and procidentia can be cured by a vaginal 
operation suited to the condition present, and without an abdominal 
operation. The main object to be kept in view, after restoring the 
bladder and uterus to their normal position, is so to suture the edges 
of the loop of the pubo-rectalis together in front of, and behind the 
vagina as to restore the loop to its original state. This operation 
is comparable to suturing the internal oblique to Poupart’s ligament 
in inguinal hernia; by which the ring is closed An ordinary 


retroflexion without prolapse requires an abdominal operation for 
its cure. 


The X-rays in the diagnosis of the complications of pregnancy. 
Candy stresses the value and the harmlessness of X-rays in the 
diagnosis of pregnancy and its complicaticns, and believes that at 
no very distant date the labour ward of every progressive maternity 
teaching hospital will be equipped with an X-ray plant for this 
purpose. 


of 
The Biochemical Journal. 
Vol. xix. No. 6. 1925. 

The influence of the administration of certain salts on the yicld 
and composition of milk. A. T. R. Mattick and N. C. Wright. 

Manuary section. VI. Vitamore B. and the Lactating Rats diet. 
t. The Quantitative Relation of Vitamin B to Protein (con- 
tinued. 

2. Vitamin B requirement of the Lactating and non- ‘Lactating 
Rat. G. A. Hartwell. 
Vol. xx. No. 1. 1926. 

Note on anaemia urobilinurea and intestinal haemorrhage in rabbits 
in consequence of exclusive nutrition with cow’s and _ goat’s 
milk. E. Brouwer. 

Maintenance of a standardised breed of young rats for work upon 

fat soluble vitamines with particular reference to the endowment 

of the off-spring. H. H, Smith and H. Chick, 


| 


Review of Current Literature 467 


Maintenance of a standardised breed of young rats for work upon 
‘fat-soluble vitamius with particular reference to the endowment ot 


‘the off-spring-§ = Smith and Chick found that by replacing the fresh 
‘milk in the diet of pregnant and lactating mothers by dried milk 
prepared from the winter milk supply lessened the degree of irregu- 
larity among the young. 


F.E.T. 


The Canadian Medical Association Journal. 
Vol XVI, No. 4. April, 1926. 

*A case of corrosive sublimate poisoning by the genital tract. Miller. 
*The etiology of embryonic deformities. R. J. Beans. 
.*A critique of Benards so called laws of the first born. ‘T. Macklin. 
*Sterility among hybrids. N. Walker. 

*Abrupto placentae. S. J. Magwood. 
*Posterior presentations and their treatment. C. J. Currie. 
*Review of blood matching in toxaemias of pregnancy. 

Goodall 

*Induction of labour. W. A. G. Bauld. 

Rectal anaesthesia in obstetrics. R. N. Richie. 

; Vol. x VI. No. 7. July 1926. 

Synergistic analgesia in labour. Wm. J. Stevens. 

*Symposium on obstetrics—some end results. W.W. Chapman. 


A case of corrosive sublimate poisoning by the genital tract. 


On July 31st a girl of 18 was suddenly taken ill, The medical 
attendant found a 4 month foztus partially delivered, much heemorr- 
hage and the placenta was retained. The day previously a douche-sub- 
sequently ascertained to be Corrosive Sublimate of an estimated 
strength of 1 in 1000,—was given with a rubber syringe to procure 
abortion. The following day the placenta was removed, when the 
vagina was very friable, dark green and necrotic looking. 

Persistent abdominal and pelvic pain was complained of, vomit- 
ing and hiccough were frequent, with complete suppression of urine, 
drowsiness deepening, and at intervals was restless and wandering. 
Bleeding from nose, mouth and stomach occured. Blood urea—120 
mgms. urea per roo c.c. blood. Death took place on the 7th day. 
The post-mortem findings were chiefly microscopic, the kidneys 
showing most marked changes as is usual with corrosive poisoning. 
The convulated tubules were filled with necrotic desquamated cells 
from the tubles, poly-morphonuclear leucocytes and red blood cells. 
Under the necrotic mass there was a layer of fairly normal] epithe- 
lium suggesting evidence of regeneration. There was absenc: of 
calcification of the necrotic casts, and widespread damage to vessels 
with haemorrhage into the mucous membranes. There was marked 
cystitis where a small amount of concentrated urine trickled into 
the bladder. The vagina showed coagulation necrosis of the epithe- 
lium wih large masses of bacteria in the necrosed walls showing that 
septic absorption played a part in the fatal issue. 

Corrosive sublimate poisoning by the genital tract is not so rare 
as supposed. Mode of action always manifested on urinary secre- 
tions there being more or less suppression. 
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Two views to explain mechanism are held, (1) Virchow’s view. 
‘Corrosive sublimate causes necrosis of epithelium of urinary tubules 
followed in second week after poisoning by calcium deposition in the 
epithelial debris and blocking of the tubulzs. No calcification unless 
patient lives over one week. (There was none seen in the case re- 
ported.) (2) Action primarily on blood vessels generaily, secondarily 
on renal tubules. First there is dilation of the vessels, retardation, 
then stasis, with escape of red corpuscles from the glomeruli into the 
tubules. The products of breakdown of these corpuscles damage the 
tubular epithelium. A further point of interest in the case reported 
is the extent of the regenerative changes on the part of the epithe- 
lium lining the tubules, 


Soli stresses the fact that the intact vaginal mucosa and still 
more the post parturition uterus absorbs the poison with avidity. 
He advocates its complete exclusion from obstetrical and gynzco- 
logical practice. 


As regards prognosis and treatment, these cases appear to run 
a definite course in spite of early treatment, with douching and 
drugs; the fatal issue is to be looked for within two weeks. This 
undeviating course is doubtless due to the fact that an albumin com- 
pound is formed between the mercury and tissue fluids. This being 
soluble in excess of albumin a rapid. entrance into the blood is 
obtained. Both favourable results and failures have been reported 
with sodium thiosulphate intravenously. 


The etiology of embryonic deformities. 


The developement of human monsters has been attributed to 
many causes—at first mythical, devils, witches, the moon (hence the 
term moon-calf)—later maternal impressions, and the idea that mon- 
sters were hybrids of bestial origin was held. In the 1oth century 
Meckel proposed an embryological basis for teratology and St. Hilaire 
and other workers showed the influence of environment in the grow- 
ing embryo. Mechanical factors were at first stressed, later, chemi- 
cal, and most important, the time in the life of the embryo when these 
factors acted. Mall, in the 20th century, raised the question ‘‘are 
monsters produced from normal germs by external influences or are 
they inherently germinal and therefore hereditary ?’’ 


Antenatal death and mal-developement cannot be dissociated. 
Human foetal death rate is high. Abortion is very common—pro- 
bably one in every six pregnancies. A large percentage of aborted 
ova are obviously pathological and uiany show minor defects. These 
aberrations cannot be overlooked as potential factors in subsequent 
malformations. 


Statistics show that 80 per cent of pregnancies end in the birth of 
normal individuals, 7 per cent. are aborted as pathological ova, 1 per 
cent. ends as a monster at term, 12 per cent. are aborted as embryos 
or foetuses showing various degrees of abnormality. 


From a corpus luteum count, the number of ova discharged com- 
pared with the number of the litter in animals, shows a high loss of 
ova—in the rabbit, pig, ferret, 40 per cent., oppossum 50-75 per cent. 
It has been shown that in cows 20 per cent. of ova exposed to fertilisa- 
tion fail to develop, in Clydesdale horses prenatal mortality is 48 
per cent., in thoroughbreds 59 per cent. 
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Primary causitive agents * abnormal developement at all stages 
-grour in three categories : defective fertilisation, 2. defective 
maternal environment, 3. defective germ cells, — 


1. Defective fertilisation. Fertilisable life of either male or fe- 
male gametes is very brief and only a part of this time is optimum 
‘for fertilisation. Experimentally, the use of either stale ova or 
spermatazoa for fertilisation, is followed by retardation of develop- 
ment and later abnormalities. In monospermic ova, staleness induces 
polyspermia and maldevelopement. In the human subject it is there- 
‘fore reasonable to assume that, apart from environmental or genetic 
defects, the delay in meeting of ovum and spermatazoon till physio- 
logical conditions optimum for fertilisation is passed, leads to 
maldevelopement. 


2. Defective Maternal Environment. Genital infections, tumours, 
displacements, structural defects, with faulty implantation or blood 
supply lead to abnormalities. This may be due to deficient oxygen 
supply. Experimentally, deficient diet in rats produced | necrosis 
of the placenta, and in guinea pigs impeded embryonic development. 
Lactation in pregnant mice and rabbits led to foetal atrophy, and 
this was shown to be the effect in women. It is conceivable that the 
metabolism of lactation regulated through internal secretions is un- 
favourable to the metabolism of pregnancy. ‘Toxins in the materna: 
blood produce embryonic defects. Extracts) of mammery gland, 
thyroid, liver, cholesterin, injected into pregnant guinea pigs and 
rabbits arrested embryonic development. Injections of seruin 
of fowls innoculated with len$ tissue from certain species of rabbits 
and mice were followed by all degrees of lens defects in the young 
of these species. Pulped rabbit lens tissue repeatedly injected into 
the pregnant rabbit led to lens defects in the young as also did need- 
ling of the lens in the mother. 


It has been shown that embryonic deformity has followed 
developmental arrest. Stockard experimenting with fish eggs pro- 
duced double monsters and single deformities by either slowing or 
stopping the developmental process for a time through lowering the 
temperature or reducing the oxygen supply. The type of deformity 
depended on the stage in development at which the arrest was ef- 


fected; the stages before gastrulization being more sensitive to 
treatment. 


3. Defective Germ Cells. When inheriting a Hiteaidetiiltc hen 
both parents, the organism is said to be homozygous, from one parent, 
heterozygous with respect to the characteristic. Certain characteris- 
tics are lethal if inherited from both parents, e.g. yellow colour in 
mice. All homozygous yellow mice die, as do homozygous black 
eyed white mice. 38 per cent. were shown to die in early embryonic 
life. In sows a 20 per cent. to 30 per cent. embryonic morbidity 
was attributed to genetic influence as infection or other disorders of 
the reproductive tract were excluded as causes. It has been shown 
that intensive inbreeding leads to foetal atrophy or intrauterine death 
apparently as the result of concentration of undesirable’ qualities; 
‘outbreeding usually restores fertility. Genetic lethals in man are 
difficult to demonstrate. The high death rate at birth among 
achondro plasic dwarfs has been explained on the basis that a thal 
expression may accompany hereditary achondroplasia. 
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A critique of Benard’s so-called Laws of the First Born and of Alternation, 


In 1924, Benard of Paris enunciated two propositions concerning 
inheritance of malformations and diseases (1) ‘“The Law of the First- 
born,’’ and (2) ‘‘The Law of Alternation.”’ 

The first runs:—‘‘For an affection or malformation which is 
hereditary and which conforms to the Mendelian proportion the first 
born of the children is always affected,’’ meaning that in families 
showing a defect such as polydactylism where the numbers of affected- 
and normal children are equal, the first child is always affected. 
This can be shown to be erronious. As a corollary he states that 
regarding a hereditary malformation of Mendelian proportion if the 
first born is normal all the others will be normal and the defect will 
die out. 

Both law and corollary may be stated simply: ‘“‘If an heredit- 
ary defect is to appear in the children of an affected parent, it must 
inevitably appear in the first born.’’ 

The second law states that, in a family exhibiting a hereditary 
defect, if the children show the malformation, the abnormal and 
the normal alternate, and adds the law is quite rigorous for the first 
two children, more or less for the others. 

These laws are dangerously misleading and a refutation is here 
undertaken for medical, eugenic or medico-legal reasons. ‘Theore- 
tically, according to probability, not to mention types of character 
the laws are fallacious. From 400 family pedigrees with a heredit- 
ary strain of abnormanity a table of 76 families was chosen where 
the ratio of affected to normal was 1:1, and where the children 
were arranged in order of primogeniture.The list of diseases includes 
ankylosis, myotonia congenita, night blindness, amaurotic family 
idiocy, hzemophilia, fragilitas ossium, deaf mutism, etc. According 
to the first law, 76 of the first born should be abnormal, but 41 are 
abnormal and 35 normal. The corallary is also upset as 35 normal 
first born were followed by abnormal children. 

According to the second law, Alternation, the ratio of abnormal 
to normal, (a: n) should be a: n; a: n; etc. but the table shows: 
40.8 per cent. of the families with a sequence of a: n, 27.6 per cent. 
n:a, 18.5 per cent. n: n. and 13.1 per cent a: a. There is nothing 
“‘rigorous’’ about the law for the first two here. If the first three 

or the first four children as considered in sequence the law fails. 
More figures are quoted but even these are sufficient to show how 
completely untenable are the ‘‘laws’’ of Benard. 


Sterility among hybrids. 


Sterility is chosen to demonstrate some of the metobolic aberr- 
ations of hybrids as some difficult variables can here be eliminated. 
All physiological variations are either congenital or acquired. Ster- 
ility can only be the latter and only functional sterility is considered. 

The mule has, since Homer, been regarded as sterile, though 
in Carthage it has been said to produce, the mixed mule offspring 
being progenitive only with the primitive ancestral species. Northern 
latitudes may affect this. The female mule fecundated with the ass 
seldom carries to term. Abortion is common in heterogenous species. 

The Australian dingo crossed with the dog becomes sterile at the 
fourth generation. Sterile offspring occur from matings of guinea 
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and common fowl, wild and domestic goose, and goose and swan. 
Of 500 species of wild pigeons infertility is not to be confused with 
sterility. It is rather an incompatability of gametes. All degrees 
of development may occur even to post incubation ‘life, death occur- 
ing suddenly. The life becoming shorter as the crossings are effected 
between more distantly related species. Work on yellow mice—an 
impure strain with yellow a dominant and black a recessive colour 
characteristic—showed the black and mixed appeared in Mendelian 
order, the yellow perished as embryos. Here an hereditary quality 
is lethal. Work on the fly Drosophila produced a strain which if 
inbred was sterile, out-mated fertile. 

Turning to humans: the Mulatto is less fertilé than the pure 
white or pure black and also physically inferior to both. Part 
Hawiian is an improvement on Hawiian stock although the birth rate 
is lower. ‘The cross between European and Australian aborigines is 
almost sterile. In Jewish-Gentile marriages sterility is said to be 
rather common. 

It has been advanced that there are three distinct species of the 
human race, Caucassian, Mongolian, and Ethiopian. Attempts have 
been made to show that considering the four blood groups, African 
and Mediterranean people chiefly fall into group 1, Teutons and Celts 
into group 2, and Mongolians into group 3. It is intended in this 
discussion to consider crosses between. blue eyed and brown eyed 
people, for eye colour follows the Mendelian formula and is useful for 
tracing racial mixtures, it is information easily got, and it indicates 
a decided difference in constitution of individuals. The Alps for 
thousands of years have been a Barrier to human migration. On each 
side races grew up with characteristics suitable to their environment 
and eye colour was one of these, brewn eyed people south where 
intense sunlight prevails and blue eyed north. Pituitary excess is 
stated to exist in the negro and in the brown eyed individual, thyroid 
activity prevailing in the blue eyed. A cross between the brown and 
blue eyed individuals would be liable to endocrine disturbances and 
ill health and the author advances this view. 

Sterility and relative sterility—from early abortion or death of 
the child at birth, seem to be more common in these crosses. In one 
case cited normal pregnancy with twins followed calcium medication. 
Difficult labours are apparently more common when a mother of one 
eye colour gives birth to a baby of another eye colour owing to 
unusual cappalis index. 

Mixture of races leads eventually to their dying out. African 
slaves were imported to the north shore of the Mediterranean and 
bred there for thousands of years. Later these mixed with other 
races. Now no trace of these people can be found in these regions, 
and a race can only die out from sterility, disease, and migration. 
Many nations have risen to heights when their stock was pure and 
have vanished after racial mixture. 


Abruptio Placente. 
This means the breaking away of the placenta from its normal . 
situation, i.e. above the upper zone of dilation, 
Frequency :—Sloane Maternity Hospital, 20,000 cases, 1.06 per 
cent. New York Lying-in, 100,000 cases, 0.254 per cent. Rotunda, 
6,453 cases, 1.08 per cent. Providence Lying-in, 914 cases, 0.765 per 
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cent... Holmes puts clinical incidence at one in 500, those of patho- 

logical interest at one in 200, 

Etiology :—(a) Traumatic, accidental or intended violence often 
with co-existing pathological changes, passage of induction bougies,. 
intra-uterine manipulation, short cord,sudden emptying of a hydram- 
nois. (b) Local pathological changes at utero-placental site,—Infar- 
cation of uterine wall, tumours, syphilis, tuberculosis of the placenta, 
infarction and cystic degeneration of placenta. (c) Systemic evidenccs 
of toxaemia.—Degenerative changes in the uterus and placenta with 
minute hemorrhages, and albumin and casts in urine with oedema 
and increased blood pressure, are seen. Premature detachment of 
placenta is a disease of multiparae, eclampsia of priminarae; coinci- 
dence is rare. ‘There is no evidence of liver lesions associated with 
eclampsia found in abruptio placentae. (d) Maternal systemic 
diseases.—Chronic nephritis, hyperthyroidism, early arteriosclerosis, 
heemorrhage diathesis, are mentioned. 

Types of varieties :—(a) Partial or (b) complete. In the partial 
type a central separation may occur with slight heemorrhage or even 
severe, the blood bursting into amniotic sac. Either are likely to be 
concealed. Marginal separation is apt to result in external bleeding. 
Heemorrhage may be absolutely or relatively concealed: depending on 
mechanical interference with external escape. Complete detachment 
leads. to severe heemorrhage, grave for the mother and certain death 
for the child. Mild cases of separation may occur with slight bleed- 
ing, labour is often rapid, placenta and clots are expelled. Onset 
may be stormy, labour setting in with ‘‘tearing’’ pains, more like 
second stage pains, in contrast to former labours if in a multigravida. 
Character of pain depends more in the rapidity of the hemorrhage 
than the amount. In addition there are severe short colicky pains. 
Examination shows less dilatation of os or effacement of cervix than 
might be expected. There may be local pain and tenderness over a 
part of the uterus and difficulty in outlining the foetus, irregular 
contour of the uterus. Consistance of the uterus is variable, it may 
be hard or flaccid. Systemic symptoms and signs of hemorrhage 
soon appear and shock may become profound. When external 
bleeding occurs internal bleeding is. assured. 

. In diagnosis great strees should be laid on recognition of 
evidence of systemic blood loss; if associated with toxaemia of preg- 
nancy the diagnosis is aided. In placenta praevia the history aids, 
bleeding is always painless, no trauma, and placenta may be felt. 
Rupture of the uterus occurs during labour, contractions cease, no 
presenting part felt, uterus and foetus to be felt separate. Abdominal 
emergencies are ruled out by careful history. . 

fhe prognosis*in mild cases is good for both. Good uterine 
contractions with few obstacles to delivery improves the outlook.. 
Early recognition and treatment of the condition is most important, 
In severe forms most babies die. | 

Antenatal combating of toxaemia prevents many occurences. 
Mild cases without symptons or signs of internal heemorrhage ‘or 
foetal distress may be watched and labour allowed to. end normally 
if it has commenced. : 

In more severe types the main indications for treatment; earli- 
est. emptying of the uterus (by safest method for the mother, most .. 
babies .dead) (2). Control heemorrhage. (3). Relieve: anaemia and 
shock, 
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If in labour exclude torn cervix and ruptured uterus-rupture 
membranes. (Good also if it is a case of placenta praevia). If bleed- 
ing continues or there are signs of foetal distress, manually dilate 
the cervix, apply forceps if the head is engaged, if not turn and 
extract. If the os admits two fingers and the cervix is not effaced, 
rupture membranes, insert colpearynter, tampon vagina, apply 
binder, twisting tight with a stick. Pituitrin m. iv. may be given, 
or Fl. Ext. Ergot mxx two hourly. If the os is closed and bleeding 
is going on Cesarean Section is indicated, and if the uterus cannot 
be made to contract Hysterectomy. Vaginal Cesarean Sec- 
tion is apt to be difficult. Saline and blood transfusions should 
carried out as soon as each can be arranged. If seen when very 
collapsed, try tamponade and tight binder with treatment of shock 
and heemorrhage, these failing,operation is imperative. 


Posterior presentations and their treatment. 


Occipito-posterior presentations are a-fruitful cause of injury to 
mother and child because :—They are common forming 20 per cent. 


of all cases, they are rarely diagnosed, and they are treated advis- 
odly by watchful waiting. 


In Occipito posterior positions the head enters the brim slowly, 
the os dilates slowly, membranes rupture early, labour is prolonged 


and difficult, and the child is apt to suffer from heemorrhage on the 
brain or die from asphyxia. 


Treatment :—Early diagnosis is most important. Ascertain. 
position, exclude mechanical obstruction, such as contracted pelvis. 
If there is disproportion between the head and the pelvis and the 
case is seen early, Ceeserean Section gives the best results. If no 
disproportion exists give morphine and Scopolmine in the first stage. 
If the membranes are ruptured and the head is not engaged and the 
pains are ineffectual give an injeection of pituitrin and light anaesthe- 
sia. 

When the os is dilated and the head engaged nothing is gained 
by waiting, the best results obtained by manual rotation of the 
shoulders through a half circle. It is most important to get the 
shoulder past sacrum. 


Ii seen after being long in labour, with things at a standstill, 
and the head jammed in the pelvis usually in the oblique diameter, 
rotation is impossible. Ascertain the position, preferably by feeling. 
for the ear. Apply forceps in an ant2rio-posterior position. Protected 
by the left fingers, the left forceps is passed over the side of the 
head, the right forceps is similarly passed posteriorly; ease up and 
rotate with forceps through a quarter circle, delivery wil! then be. 
easy. Occasionally a case is seen with head jammed in th2 pelvis 
and occiput in the sacral position. Here rotation with forceps and 
reapplication by Scanzoni’s method is dangerous to maternal parts. 


It is better to do a deep episiotomy and deliver with forceps, keeping 
the head in deep flexion. 


Abstractor’s Note :—The advice given, in many details, is con- 
trary te teaching and experience of maternity hospitals. The 
ianeuvre requires skill and dexterity. The use of pituitrin in early 
stages may be fraught with danger. Waiting for nature has, from 
statistics, been shown to be safer and. gives better end results, 
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Review of blood matching in toxemia of pregnancy. 


Recently through blood matching an attempt to explain toxae- 
mias of pregnancy, on a basis of antagonism between maternal and 
foetal blood, has been made. An attempt has also been made to show. 
incompatibility rests on a difference of blood groups of mother and 
foetus, and that invasion of the maternal circulation with foetal blood 
corpuscles may lead to anaphylactic shock as whee incompatible blood 
from another group is transfused. 

Flexner, at autopsy on cases dead from bactettai disease, found 
vessels occluded by hyaline masses of corpuscles, in contrast to 
ordinary clot. He showed later that the same resulted from chemical 
agents and intra-vascular introductions of incompatible blood from 
another blood group. He also described a case of eclampsia with 
necrotic and hemorrhagic lesions in the liver in the neighbourhood 
of which the thrombi were of this agglutinative type. 

Pearce showed that necrosis in all the organs of the body could 
be invariably produced by intravenous injections of haemagglutinins,. 
that thrombus formation preceded production of necrosis, that the 
cause of necrosis was mechanical, not necessarily toxic as is usually 
assumed. 

McQuarry suggested the possibility of isoagglutination, between 
the maternal and foetal blood, as an explanation for the appearance 
of agglutinated red blood cells-in the maternal blood stream during 
pregnancy. He made tests to determine the effect of maternal serum 
on foetal corpuscles, and vice versa, also he grouped the foetal blood. 
This showed 25 per cent. (of 180 cases) to be incompatible-interaglu- 
tination takes place and they are in different groups. He showed, 
from 12 cases of toxaemia including two of eclampsia 75 per cent. of 
interagglutination between mother and child, and they were in incom- 
patible groups. 

There is a marked similarity in symptoms between the toxaemia 
of eclampsia and anaphylactic shock due to incompatible transfusion. 
The symptons consist of all or any of the following: rigors, fever, 
nausea, vomiting embolic or thrombotic phenomena, jaundice, 
‘ hemoglobinuria, albuminuria, cedema, urticaria, puritus, headache, 

blurring of vision, epigastric pain, high blood pressure, convulsions, 
coma and death. To explain the toxaemia on these grounds there 
must he: firstly, incompatibility between maternal and foetal blood; 
secondly, invasion of maternal stream by fcetal blood, implying 
impairment of placenta barricr. The presence of imcompatibility has 
been fully established. As r2gards the second (breach of the placen- 
tal barrier) it is known white infarcts are present in toxaemia; these 
in early stages present intense engorgement and undoubtedly such an 
infarct is an agglutinative process, becomes a solution of continuity 
of foetal barrier and lets foetal elements into the maternal circulation. 
It has been proved that only minute quantities of foetal or agglu- 
tinable substance is required to produce anaphylactic phenomena. 

Young recently demonstrated that in separation of the placenta 
the infarction preceded the toxemia. The symptoms will be acute or 
chronic as there is a large or slow leak into the maternal circulation. 
A large invasion would lead to rapid convulsions and death. 

Difference in blood grouping would indicate a difference in body 
proteins, this would be present from the beginning of pregancy and 
would explain pernicious vomiting. 
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~ MeQuarry suggests the cause of postpartum eclampsia as due to 
foetal invasion when the placenta separates at birth, a few hours 
being required for developement of lesions in liver, brain, and kidney. 
This theory offers a ready explanation for the clinical types of the 
disease, renal, hepatic, cerebral and hemorrhagic. 

The author recently examined seven cases of eclampsia. In 
every one there was blood incompatibility. In one case the second 
twin died suddenly four hours after the birth of the first. The 
placenta vein was occluded amd the placenta was deeply engorged. 

Blood incompatibility alone will not produce anaphylaxis, there 
‘must be a breach of the placental barrier. 


Induction of labour. 


Induction is indicated in about thrze per cent. of all cases, which 
' fall into four groups: (1) Disproportion, (2) Toxic, (3) Heemorrhage, 
(4) Complication-Pulmonary, Cardiac etc. Apart from surgical 
measures as Caesarian Section there are four established methods : 
(1) Therapeutic. Quinine and Castor Oil to sensitize unstriped mus- 
cle; with or without Pituitrin. Fairly successful near term though 
Pituitrin can be dangerous! (2) Rupture of Membranes, with or 
without 1st method, almost certain in action but a ‘‘dry labour.”’ 
Good in hemorrhage cases; (3) Bougie and pack. 30 per cent. to 
40 per cent. fail. Risk of Sepsis. Easy to do. Good in dispropor- 
tion group. (4) Hydrostatic Bag. Successful in 90 per cent. of cases. 
Efficient. Speedy. Good in Placenta Praevia. The chief drawbacks 
are that it dislocates the head, and that an anaesthetic is necessary. 


Rectal anesthetics in obstetrics. 


This method, introduced by Gwathmey and O’Regan is, it is 
claimed, satisfactory in 90 per cent. cases, safe, cheap, requires no 
special training to give it, or the attendance of a physician, and can 
be given in home or hospital. It is not contra-indicated in heart 
disease, toxaemia or placenta praevia, but only in cases of colitis, 
true diabetes or auditory disturbance. It is suggested that ether 
relaxes the perineum. Labour is not prolonged in any position. 
Apnoea of the child is no more frequent, there is no rectal irritation. 

The Requisites are: (a) Drugs. 1. Four ampules, two c.c. of 
sterile Magnesium Sulphate solution. 2.Morphine Sulphate Hypoder- 
mic Tablets grs 1/6. 3. Retention enema— 


Quinine Hydrobromate 20 grs. 


Alcohol 3 drachms 
Ether 2% ozs. 


Olive oil of good quality up to 4 ozs. 

Mix alcohol and quinine, add ether, then olive oil. Stir, strain, 
bottle. It will remain stable a month. 

(b) Apparatus :—1. Glass syringe five c.c. with 2. Needle, gauge 
19, 1% inches long. 3. Rubber catheter, size 20-20 French. (Red 
rubber and stiff.) 4. Small glass connection. 5. Five oz: funnel 
with 20 inch rubber tubing and clip. 

Method of administration: When labour is well started, two 
hours after enema to clear the bowel, give Morphine ers 1/6 
(dissolve in water first) together with two c.c. of 50 per cent Mag- 
nesium Sulphate intramuscularly. In one hour, repeat the two c.c. 
Magnesium Sulphate. This can be repeated two or three times. In 
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two hours, if pains are good or regular, warm four ozs of ether oil 
enema, smear anal and perianal region with vaseline, and run in, 
If retained repeat injection of two c.c. Magnesium Sulphate. A 
s2cond or third ether oil enema of four ozs together with two c.c. 
Magnesium Sulphate may be given at 2% hourly intervals. The 
Magnesium Sulphate intensifies and prolongs the action of the 
ether and morphine which produce analgesia. Watch the patient 
carefully for labour may go on rapidly even when the patient is 
quiet and indifferent. 


Symposium on obstetrics—some end results. 


‘Obstetrics has recently become the equal of medicine and sutr- 
gery. McGill University ranks as one of the oldest English schools 
in the teaching of obstetrics having commenced in 1847, four years 
_after the opening of the Montreal Lying-in Hospital. In U.S. A. 
the teaching of Obstetrics began in 1850 and in Great Britain in 1869. 
Twenty years of work at the Montreal Maternity Hospital is re- 
viewed; 19,897 in and 6,140 out-patients have been delivered; the 
average maternal mortality was 0.9 per cent; in 1924 0.14 per cent. 
in 1923 0.5 per cent.; the lowest of any other Canadian or American 
Hospital. 

The outstanding features of these years of service are:—1. An 
improved technique, with avoidance of puerperal sepsis. In 1925 
there were four deaths—o.26 per cent. and none from this cause. 
2. Antenatal care, advocated by Ballantine of Edinburgh 30 years 
ago, is the greatest advance in obstetrics and has almost eliminated 
grave emergencies. 3. Increased use of the Hydrostatic Bag. In 
Placenta Previa and in Toxaemias and minor pelvic contractions. 
Improved methods in the treatment of Eclampsia; Prophylaxis and 
early recognition, In the treatment by morphin, venesection, gastric 
and bowel lavage, and by permitting the pregnancy, for a time, to 
take care of itself. Caesarean Section in increasing numbers. In 1935 
confinements, 20 cases. Hospital Service in Obstetrics is increasing 
with advantage to all, to Primagravidae in particular. In 1925 there 
were 1925 cases, 233 demanded and received help. viz. Forceps, 131 
times; version and extraction 12 times; breach presentation and deliv- 
ary as such 70 times. In 1702 cases, or 90 per cent. delivery was spon- 
taneus. A masterful conservatism indeed, and altogether justified 
by the end results. 

Untimely and unwarranted meddling is greatly to be deplored 
as results have shown in places that advocate too early an application 
of forceps or version and extraction. Deep cervical lacerations open- 
ing up the cellular tissues cr perineal tears of all degrees, or 
bladder and bowel fistulae, are now seldom seen, a testimony to 
improved methods in obstetric practice. 


Synergistic analgesia in labour 


The great object of anaesthesia in labour is to relieve pain with 
safety for the mother and child, without inhibiting uterine con- 
tractions. Painless labour induces a cheerful and contented prenatal 
period. Twilight Sleep or Scopolamine-morphinz or Scapolamine- 
Pantapon semi-narcosis is successful when the standardised technique 
is followed; the child is not affected. Ether with oxygen during 
second stage given at height of a pain and stopped with its subsidence, 
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is safe and promotes pains. Chloroform acts quickly, but can be 
dangerous, particularly in toxeemias and cardiac cases. It requires © 
careful supervision. Chloral Hydrate, a dangerous depressant, is 
less effective than the others. Ethylene is inflammable, unpleasant 
and might increase hemorrhage. Nitrous Oxide gas and Oxygen in 
the second stage is comparatively safe, slightly uncertain, expensive, 
apparatus cumbersome; does not arrest contractions. For minor 
manipulations, packing, induction etc. good. 

Synergistic analgesia, introduced by Gwathmey in 1924 is based 
on the synergistic action of magnesium sulphate and ether, also mor- 
phine-increasing the value of morphine 50 per cent. to 100 per cent. 
Procedure : When the pains are well established and the os is dilated 
to two fingers give morphine grs 1/6 and Mag. Sulph. (pure) 50 per 
cent., 2¢.c. intramuscularly. In 20 minutes if no relief repeat the 
Mag. Sulph., repeat later and give the rectal instillation-quinine © 
Hydrobromide grs 20 Alcohol 3 drachms, Ether pure 2% oz., pure 
olive oil or liquid petroleum 4 oz. with a stiff French catheter No. 
22, getting above the head and encouraging the patient to tighten 
the sphincter. Pressure on the perineum with a towel will aid in 
retaining the enema. One or two repetitions of the Mag. Sulph. 
injections may be made. 

The rectal instillation may be repeated in four hours and ether 
or chloroform may be given as usual. A close watch should be kept 
on the foetal heart. The patient should be kept quiet, with cotton 
wool placed in the ears, the eyes covered and conversation minimised. 

In the authors experience labour was not prolonged by this 
treatment, bleeding was not increased; in 92 per cent. of cases relief 
was considerable; in 36 per cent. labour was extremely easy; and 
in several cases amnesia and analgesia were complete. 

J. Lyte CAMERON. 


The Medical Journal of South Africa. 


Vol xxi. No. 6. January, 1926. 
Prolonged amenorrhcea associated with a carneous mole. J. 
Schneider. 
Vol. xxi. No. 7. February, 1926. 
Notes on three cases of hydatidform mole. E. C. Crichton. 


Vol. xxi. No. 8. March, 1926. 
Syphilis in natives. H. J. E. Schultz. 
Venereal diseases in South Africa. J. A. Mitchell. 
*Conservative treatment in gynecology. D. H. Wessels. 
*Modern gynecology. R.L,.I. 


Conservative treatment in gynecology. Wessels urges the necessity 
of conservatism in pelvic operations and concludes his address 
with the following paragraph :— 

‘“To believe therefore, that all is well with the patient who has 
been unsexed, but relieved of her symptomatic pains, is to put it 
mildly, to labour under a misapprehension for deep down in her 
mind remains the fact of multilation. Inwardly she feels she is not like 
other women; her mentality is changed; perhaps her husband has 
also, on this account, somewhat weakened in his affections for her, 
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and she struggles on gamely for the rest of her life as a neuter, 
often with a forced smile to cover her inward misery.”’ 


Modern gynecology. This is a long and laudatory notice of 
Bourne’s ‘‘Recent advances in Obstetrics and Gynzecology.”’ 


Surgery, Gynzcology and Obstetrics. 
Vol. XLII. No. 4. April, 1926. 
The value of peritoneal sheets of coalescence in abdominal surgery. 
A. Gutierrez. 
*Pelvic hernia: report of a case of posterior vaginal hernia. L. M. 
Miles. 

*Anterior abdominal hysterotomy for the interruption of pregnancy 

and sterilisation ; its indications. P. Ognitz. 

*End results in the interposition operation for the cure of prolapsus 

uteri and cystocele. F. W. Johnson. - 
. *Glycosuria and pregnancy. H. J. John. 

*Technique of transperitoneal Cesarean section. J. O. Polak. 
Pruritus ani; treatment by alcohol injection. H. B. Stone. 
Eclampsia : etiology and treatment. H. F. Kane. 

The corpus luteum as a source of the follicular hormone. R. T. 
Frank, C. G. Johnston and V. L. Gould. (Correspondence). 


Vol. XLII. No. 5. May, 1926. 

*The treatment of pelvic infections; with an analysis of 1,105 cases. . 
T. H. Cherry. 

Intercostal neuralgia as a cause -of abdominal pain or tenderness. 
J. B. Carnett. 

*Rupture of the uterus following the administration of pituitary 
extract. J. G. Sherrill. 

*Intra-abdominal hemorrhage of ovarian origin. D. Feiner. 

*The principles of the technique of the second stage of labour. J. B. 

De Lee. 


Vol. XLII. No. 6, June, 1926. 


*The effect of variation of hydrogen-ion concentration on the mobility 
of human spermatozoa. M. Muschat. 

*Proliferative gingivitis of pregnancy. S. Monash. 

*Czsarean section at the Cook County Hospital for the past eleven 
years. H. F. Lewis. 

*The technique of suspension of the uterus. I. Abell. 

Technique of hysterectorny. F. G. Du Bose. 

Improved operation for congenital deep cul-de-sac. L. Glassman. © 


Vol. XLITI. No. 1, July, 1926. 


*Combined intra-uterine and extra-uterine pregnancy with a report 
of two hundred and seventy-six cases, including two new cases 
observed by the author. E. Novak. 

| . *The tending to acidosis in the toxemia of pregnancy; preliminary 
report. W. E. Levy. 
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*Intra-dermal salt solution test in normal and toxemic pregnancies : A 
diagnostic and prognostic aid: A. F. Lash. 
The occurrency of tuberculosis and cancer of the breast; reporting a 
case. L. W. Smith and R. L. Mason. 
*Malignant epithelial neoplasms, carcinoma and epithelioma occurring 
in persons under 26 years of age. L. H. Fowler. 
Conservative cesarean section by the lower uternie segment incision. 
J. M. Munro Kerr and J. Hendry. 
A two-flapincision for cancer of the breast. R. R. Smith. 
Procedure for determining the patency of Fallopian tubes at 
laparotomy. J. E. Miles. - 
*Conservative treatment of cervical erosions with electrocoagulation. 
M. Mikels. 


Pelvic hernia. Miles reviews the literature of vaginal hernia, com- 
prising nine cases, and reports two more. The cause of the 
hernia without exception, was traumatic, following pregnancy or 
child-bearing. A new classification is offered, embracing all hearnize 
occuring through the pelvic floor, following the general usage of 
terminology and classifying it according to its course, pelvic 
hernia may be perineal, pudendal, or vaginal; and vaginal pelvic 
hernia may be (a) anterior, or (b) posterior. Prolapse of the uterus 
accompanied by a general enlargement of the cul-de-sac and pro- 
trusion of abdominal contents into the vaginal vault should be 
called either elytrocele or vaginal enterocele and not hernia. 

The treatment is operative, and the best operation is a perineal 
operation, by which the sac is excised and the perineum is repaired 
combined with an abdominal operation for obliterating the cul-de-sac. 


Anterior abdominal hysterotomy for the interruption of pregnancy and 


sterilization : its indications. Qgnitz considers that hysterotomy for the 
interruption of pregnancy and sterilisation is of great value in certain 
cases of pulmonary tuberculosis, cardiac diseases, chronic nephritis 
and hypertension and some unusual cases, and could be used to the 
patient’s advantage much more frequently than has hitherto been 
the practice. 


End results in the interposition operation for the cure of prolapsus uteri and 
eystocele. Of 140 patients operated on, reports of end-results’ were 
obtained in 100 cases, and 81 patients reported that they were wholly 
relieved. 


Glycosuria and pregnancy. John describes two cases which show the 
two contrasting findings in cases in which glycosuria is present in 
pregnancy. ‘They show that the glycosuria in itself is but a symptom 
and is not of final diagnostic significance, but calls for further 
investigation. Only the first case required treatment for diabetes. 
To disregard the sugar in the urine in cases not requiring ante- 
diabetic treatment might deprive the patient of vitally needed pro- 
tection, while to subject every such patient to the routine treatment 
for diabetes might mean a dietary restriction and a physical strain 
which the patient should be spared. 


Technique of transperitoneal Cxsarean section. Polar describes his tech- 
nique. and emphasises the following points: (1). the low abdominal 
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incision; (2) the placing of the traction suture in the uterus at 
the upper limit of the abdominal incision which, where held taut 
makes a perfect occulsion of the wound; (3) the separation of the 
peritoneal flap, including the bladder; (4) the delivery of the foetus 
by the head; (5) the allowing of the placenta to separate spontane- 
ously; (6) the packing of the uterus with washed iodoform gauze 
to stimulate its contraction and retraction, the gauze being usually 
found in the vagina at the end of 24 hours; (7) the complete occlu- 
sion of the uterine wound by the suture of the bladder reflexion 
over it which prevents the possibility of peritoneal leakage and in- 
testinal adhesions. 


The treatment of pelvic infections. [pn 1,105 cases of pelvic infection 
in the Harlem Hospital, New York, the gonococcus was the inciting 
agent in 88 per cent. Exclusively conservative treatment was unsatis- 
factory, as were injections of foreign proteids in the form of milk 
preparations and horse serum. Diathermy was the most successful of 
the palliative methods. Initial acute attacks of adnexal inflammation 
subsides spontaneously and should not be submitted to surgical treat- 
ment. Re-infection should not occur if the lower genital tract is 
properly treated. Recurrent attacks of pelvic inflammation call for 
removal of the pelvic lesions, and have an operative mortality of not 
more than three per cent., if the temperature has remained normal 
for three to ten days and the leucocyte count is below 16,000 when 
in the course of operative removal of infected adnexa pus contaminates 
the peritoneal cavity, the best results as to operative mortality and 
wound union are obtained by closure of the abdomen without drainage. 
If drainage is necessary the vaginal route is better than the 
abdominal. 


Rupture of the uterus following the administration of pituitary extract. Sper- 


rill records two cases. In the first case the rupture was associated 
‘with a transverse presentation and dystocia from contracted pelvis. 
Rupture occurred during efforts at version. Recovery followed 
laparotomy with suture of the uterus. 

The second case occurred in a healthy young primigravida. The his- 
tory showed difficulty in labour with inertia, instrumental delivery and 
manual extraction of the placenta, followed by hemorrhage and 
collapse. During the labour she received three doses of pituitrin with 
4 c.c. in each dose at two hours intervals. The gross and microscopic 
diagnoses were: Complete niultiple ruptures of uterine wall; sub 
acute myometritis; chronic endometritis; slight chronic salpingitis. 


Inter-abdominal hemorrhage of ovarian origin. Fernier reports three 


cases of intra-abdominal hemorrhage of ovarian origin as a group, 
not only because of their intrinsic clinical interest, but also because 
they represent a distinct surgical entity, the possibility of which should 
be considered whenever we are called upon to unravel the mysteries 
of an acute abdomen. 


The principles of the technique of the second stage of labour. De Lee 

describes the duties of the obstetrician during this critical period under 
| five headings: (1) Protecting the parturient from infection; (2) pre- 
venting injury; (3) relieving her of excessive pain; (4) preserving the 
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life and health of the child; (5) preventing complications. He con- 
cludes by quoting two aphorisms, truer nowhere than in obstetric prac- 
tice and truest and most applicable to the second stage of labour: “It 


is always the unexpected that happers.” ‘Eternal vigilance is the price 
of success.” 


The. effect of hydrogen-ion concentration on the mobility of human spermatozoa. © 
Muschat investigated the influence of the hydrogen-ion concentration 
on the motility of the human spermatozoa and found that the optimum 
lies between the hydrogen-ion concentration values of 8.5 and 9.5; that 
change towards acidity causes inhibition of motility, no motility 
occurring below hydrogen-ion concentration of 6.0; that reaction 
higher than hydrogen-ion concentration of 10.0 also cause inhibition of 
motility ; and that spermatozoa made inactive by rendering the medium 
acid (pH—4.0) regain their motility after realkalization. 


Proliferative gingivitis in pregnancy. Six cases are reported in which 
tumour-like masses were observed on the gums of pregnant 
women. They began to form at a variable time during pregnancy, 
increased in size unless treated, and spontaneously diminished 
or disappeared completely after delivery. The growth is usually 
accompanied by a generalized gingivitis and represents an exaggerated 
degree of this condition. There is no gingivitis peculiar to, and found 
only in, pregnancy. A similar condition may be seen in women wh» 
are not pregnant, and even in men. 

Elimination of all irritating factors, and, if necessary, excision of 
the growth about a month or two after delivery constitutes the 
treatment. 


Cesarean section at the Cook County Hospital. During the past eleven 
years there were 170 Cesarean sections performed at the Cook County 


Hospital in Chicago, with a mortality of 9.4 per cent., among fifteen 
thousand deliveries at or near term. 


The technique of suspension of the uterus. Abell claims the following 
advantages for the operation described by him :— 

(1) A certain amount of broad ligament tissue is pulled up and 
anchored with the round ligament to the under surface of the oblique 
fascia, thereby making the suspension a strong one. 

(2) All suturing of ligament is done outside the peritoneal cavity, 
which eliminates factors favouring peritoneal adhesions. 

(3) The dimensions of the pelvic cavity are in no wise altered. 

(4) The possibility of obstruction due to the anchorage of liga- 
ments in abnormal situations is obviated. 

(5) It does not interfere with subsequent pregnancies. 

(6) Relapse of the displacement is infrequent. 


Combined intra-uterine and extra-uterine pregnancy. Novak has collected 


thirty-two cases of combined simultaneous intra and extra-uterine 
pregnancy from the literature since 1923 and has added two new ones. 
He considers that the treatment is dependent upon the indications of 
the individual cases. In early cases, usually those with extra-uterine 
symptoms, the treatment is laparotomy. In the later cases, the same 
plan may be advisable, although at times, towards the end of preg- 
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nancy, expectant treatment is justified until the onset of labour, when 
operative removal of both foetuses is indicated. 


The tendency to acidosis in the toxemia of pregnancy. [n this preliminary 
report Levy shows that the toxin. of eclampsia produces definite 
destruction of the liver lobules, which causes derangement of the 
carbohydrate metabolism and glycogen storage. The blood sugar and 
carbon dioxide combining power are lowered so that acidosis is either. 
imminent or present. The rational treatment requires the administra- 
tion of glucose or of glucose with insulin. 


Intra-dermal salt solution tests in normal and toxemia pregnancies. Workin 


with the intra-dermal salt solution test of McClure and Aldrick, Lash 
found that women with the toxzmias of pregnancy show a decreased 
disappearance time, more marked in those with convulsions. The’ 
degree of decrease in the disappearance varies directly with th: 
severity of the toxemia increasing with the general clinical improve- 
ment. Hence this test may prove a valuable aid in diagnosis and 
prognosis of these conditions. The routine use of the test during the 
later months of pregnancy may prove of value in determining the on- 
coming of a toxemia earlier than by other methods now available. 


Malignant epithelial neoplasms carcinoma and epithelioma occurring in persons 
under twenty sx years of age. Fowler shows how nearly every organ in 
the body has been the seat of carcinoma in the young. The rectum 
ond ovary were more frequently involved than the stomach, thyroid, 
breast, kidney, testicle, and cervix. Carcinoma of the rectum had. 
the highest mortality, with no patient known to be living longer:than) 
cue year. Anzemia is a feature of carcinoma of the right hulf of the col- 
on in youth, as in adult life. Involvement of neighbouring lymph 
nodes in carcinoma of the breast and large intestines in youth reduces 
post-operative life and increases the ultimate mortality. 


Electrocoagulation for cervical erosions. 


Mikels considers that all ero- 
sions of the cervix should receive immediate therapeutic attention, and 
that electrocoagulation constitutes the most consistent and conserva- 
tive treatment. 


BRET. 


American Journal of Obstetrics and Gynzcology. 
Keio. radium treatment of carcinoma uteri. G.G. Ward and L.K. P. 
arrar. 
Precancerous lesions of the uterus. P. Findley. 
Cervicitis, erosion and ve of the cervix uteri from the stand- 
point of pathology. L. Moench. 
Endometrial adenoma ficou: in the vermiform appendix. 
M. Seelig. 
Extrameatal prolapse of the urethra with the report of a case having 
an acute onset. W. T. Dannreuther. 
Weight estimates during pregnancy and the puerperium. W. Kerwin. 
Injuries of the infant during delivery. P. B. Bland. 
Vulvovaginitis in infants and young children.. P, F, Williams. 
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Duodenal ulcer from partial obstruction at the duodenojejunal junc- 

-. tion. E. P. Sloan. 

*On a possible cause for pemphigus neonatorum. A preliminary 
report. R. E. Krigbaum. 

A method of obtaining vaginal secretion for bacteriologic examina- 
tion without the possibility of vulval contamination. J. W. 
Harris and J. H. Brown. 

*Spontaneous rupture of the uterus in labour following Sturmdorf 
tracheloplasty. N. J. Eastman. 

*Intraperitoneal hemorrhage complicating abortion. W. L. Down- 
ing: 

Supernumerary breast near labium. J. W. Bell. 

Report of a case of gangrene of the cecum in a newborn infant. 
L. A. Wing. 

*Report of a case of true ovarian pregnancy. J. R. Manley. 

Collective review—A review of the gynzecologic literature of 1925. 
S. S. Schochet and J. Lackner. 

Selected abstract-Abortion. 


Radium. treatment of carcinoma uteri, Ward and Farrar make a strong 
plea for the universal adoption of a uniform and simple classification 
of malignant growths of the cervix and body of the uterus, and for 
a clear statement upon end results. They consider that more accurate 
deductions could be made if patients were classified as ‘“‘living’’ or 
‘‘dead’’ after five years instead of ‘‘absolute cures’’ or even “‘symptom 
free.’? Percentages should be based upon cases traced and should’ not 
include as ‘‘dead’’ all those of whom the operator has lost track. 

The authors’ results with radium are so far in advance of the 
list that can be shown by the Wertheim operation that it seems 
evident that this dangerous operation will soon be abandoned 
altogether. 

The authors’ results show that for all classes of carcinoma: of 
the cervix treated with radiym alone 23.6 were living after five years 
or more. 

The authors advise operation alone or operation and radium for 
carcinoma of the body. However, none of their radium or radium 
and operation cass survived the five year period, but 66.5 per cent. 
treated by hysterectomy alone have survived this period. 


On a possible cause for pemphigus neonatorur; Preliminary report [y trying 


to find a cause for an outbreak of pemphigus Krigbaum was led to 
suspect the liquor cresolis compositus which was in use in his and 
other hospitals. An analysis. showed that some specimens contained 
an excess of free alkali due to careless preparation and that pemphigus 
occurred in the hospitals from whence these samples were taken. 

His suggestion is that the alkali causes a chemical dermatitis 
which secondarily becomes infected with the staphylococcus aureus. 
It has been noted that once an epidemic has been started this mild 
organism increases its virulence as a result of its rapid transmission 
from one to another. In this way the author accounts for what is 


primarily an alkali burn of the skin assuming the characters, of an 
epidemic. 


Spontaneous rupture of the uterus in labour foflowing Sturmdorf tracheloplasty 
~The following instance ‘ofrupture of the uterus subsequent to 
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Sturindorf tracheloplasty is, as far as the writer can determine, the 
first of its kind to be recorded. The patient, 33 years of age, was 
admitted in labour with her fifth child, a year after the cervix had 
been amputated by the Sturmdorf method. The cervix was found 
to be very thin and rupture was thought to be imminent, but before 
operation could be undertaken the uterus ruptured for a distance of 
12.0 cm. from the cervix into the lower uterine segment. The patient 
recovered after hysterectomy. 


Intraperitoneal hemorrhage complicating abortion. A patient at the Sth. 


week of pregnancy was admitted complaining of acute pain with the 
symptoms of threatened abortion. The pulse and temperature were 
normal and nothing abnormal could be palpated in the plevis beyond 
a uterus the size of a two months pregnancy. It was decided to open 
her abdomen to investigate the cause of the acute pain. The peri- 
toneal cavity contained a large amount of blood, but its source could 
not be definitely determined. The author thinks, however, that it 
must have regurgitated through the tube from the uterus. This 
would only be possible if the decidua was torn and the interstitial 
portion of the tube unusually patent. The author cannot mee any 
record of a similar case in the literature. 


Report of a case of ovarian pregnancy. 


Manley reports an undoubted case of this condition which fulfilled 
all the criteria which have been suggested to make the diagnosis 
certain. W. W. Kine. 


The Journal of the American Medical Association. 
Vol. 86 No. 4. January 23rd, 1926. 
Recurrent inoperable carcinoma of the breast: an analysis of three 
hundred and sixty-three cases treated by radium and roentgen 
ray. B. J. Lee and H. E. Tannenbaum. 
Trauma and malignancy: with report of cases. H. E. Mock and 
J. D. Ellis. 
*The effect of gas anzesthetics used in labour on the bleeding and 
coagulation time of the new-born. H. N. Stanford. 
*Gastric acidity in syphilitic children. M. Dorne, W. A, Brams. 
and I. H. Tumpeen. 
Peritoneal adhesions. (Editorial). ; 
Feminine irritability. (Current Comment). 
Vol. 86. No. 5. January 30th, 1926. 
*Intracranial hemorrhage in the new-born. W. Sharpe and A. S. 
Maclaire. 
Dried human milk. (Editorial). 
Vol. 86. No. 6. February 6th, 1926. 
The pes cavus of congenital syphilis. C. W. Goffe. 
*Maternal mortality in Massachusetts: a study of nine hundred and 
forty deaths in the puerperal state. S. M. Coffin, M. F. De 
Kruif, M. A. Southard and A. D. Hamblen. 
Reporting on Maternal Deaths. (Current Comment). 
Vol. 86. No. 8. February 27th, 1926. 
} Insulin in excessive vomiting and in eclampsia. (Current Com- 
ment). 
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Vol. 86. No. 9. February 27th, 1926. 

Oxygen inflation of the peritoneal cavity in exudative tuberculous 
peritonitis. A. L. Garbat. 

*Pyelitis in the female: analysis of cases. J. M. Hundley Jr. 

Ectopic pregnancy of an anomalous Fallopian tube: report of a 
case. J. W. Steckbauer. 

Paroxysmal tachycardia following use of air in testing Fallopian 
tube patency. R. A. Vern. 

Cholesterol metabolism in infants. (Current Comment). 


Vol. 86. No. 10. March 6th, 1926. 
The réle of dentition in rickets. J. Blum and J.. Mellion. 
Persistent omphalomesenteric duct and urachus in the same case. 
H. H. Davis and F. W. Niehaus. 
The female sex hormone. (Editorial). 


Vol. 86. No. 11. March 13th, 1926. 
*Treatment of hookworm disease in pregnant women with carbon 
tetrachloride. J. W. Insfran. 
Gonococcal peritonitis complicating gonorrhoeal vulvovaginitis 
M. Gleich. 
Vol. 86. No. 12. March 2oth, 1926. 
The effect of ultra-violet rays on milk and eggs. (Editorial). 
Metabolism of marantic infants. (Current Comments). 
Vol. 86. No. 13. March 27th, 1926. 
Indication of nephrostomy preliminary to ureterorectoneostomy. 
F. Hinman. 
Intraperitoneal hemorrhage from ruptured papillary adenocystoma 
of ovary. L. E. Phaneuf. 
*Phrenic nerve injury in the new-born. E. Friedman and R. S. 
Chamberlain. 
Iron therapy in anzemias of infancy. M. H. Bass & B. S. Denzer. 
Is bacterium abortus pathogenic for human beings? J. F. Hud- 
dleston. 
Postpartum eclampsia following the delivery of single ovum triplets. 
D. Cohen and A. E. Cohen. 
Defeat of streptococcus in measles erysipelas and puerperal sepsis. 
(Current Comment). 
LXXXVI No. 4, April 3, 1926. 
*Uterine screem and introducer of radon tubes. F. E. Simpson and 
R. E. Flesher. 


Vol. LXXXVI No. 16, April 17, 1926.° 
*The treatment of functional uterine hemorrhage. E. Novak. 


Vol. LXXXVI No. 16, April 17, 1926. 
Gentleness in genito-urinary surgery. J. B. Clark. 
*Puerperal fever: II. streptococus heemolyticus toxin and _anti- 
toxin. A. F. Lash and B. Kaplan. 


Vol. LXXXVI No. 17, April 14, 1926. 
A comparative method for demonstration of normal development in 
infancy. A. Gesell. 


Vol. LXXXVI No. 19, May 8, 1926. 
*Glucose and insulin in the treatment of the vomiting of pregnancy. 
E. L. King. 
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*Specific inhibitory hormone of corpus luteum: Its contrast with the 
female sex (follicular) hormone. G. N. Papanicolaow. 

*Puerperal fever: III. Comparison of incidence of skin reactions of 
toxins from hemolytic streptococcus from puerperal and scarlet 
fever. A. F. Lash. 

*Transillumination of the cervix of the uterus. L. R. Thompson. 


Vol. LXXXVI No. 20, May 15, 1926. 
*Lead poisoning in nursing infants: Report of two cases due to the 
use of lead nipple shields. H. B. Wilcox and J. P. Caffey. 


Bilateral gonorrhoeal salpingitis in a child three days after initial 
infection. M. Joannilles. 


Vol. LXXXVI No. 22, May 29, 1926. 

*The female sex hormone: IV. Its occurrence in the circulating and 
menstrual blood of the human female; preliminary report. R. T. 
Frank and M. A. Goldberger. 

Acidified milks. (Editorial). 


Vol, LXXXVI No. 23, June 5, 1926. 
*The results of diathermy in pelvic infections. T. H. Cherry. 
Physiologic effects of spermatotoxin in rats, rabbits and guinea pigs. 
R. M. O. Oslund. 


The cautery treatment of chronic endocervicitis. C. H. Davis. 


Vol. LXXXVI No. 26, June 26, 1926. 
*Clinical tests of the ovarian follicular hormone, with a note on 
experimental work on monkeys. J. P. Pratt and E. Allen. 
Double tube pregnancy with rupture of both tubes. F. E. Clow. 


The effect of gas anesthetics in labour on bleeding and coagulating time of the 
new-born. Stanford findsthat nitrous oxide causes a _ prolongation 
of the average bleeding time at birth of one minute and the coagula- 
tion time of two minutes, and ethylene causes a prolongation in the 


coagulation time of three minutes. In all cases the normal is restored 
in nine days. 


_ Gastric acidity in syphilitic children. ‘The authors substantiate Neuge- 
bauers’ findings of lowered acidity in the gastric contents of 
syphilitic children. 


Intercranial hemorrhage in the new-born. Perfoming lumbar puncture on 
500 consecutive new-born babies Sharpe and Maclaire found evidence 
of intracranial heemorrhage in nine per cent. Its active signs are 
often meagre and may be apparently entirely absent, the more 
common signs being from drowsiness to stupor, from difficulty to 
refusal to nurse, and from muscular twitches to general convulsive 
twitches. First born full time males having difficult labours are 
more liable to this complication, forceps being used as a last resort 
rather than as an early applicaticn; also medium forceps and breech 
extraction. 

The hemorrhagic diathesis dozs not appear to be a common etiolo- 
gic factor. Lumbar puncture as an early diagnostic method when the 
hemorrhage is still fluid, and as a therapeutic means of spinal and 
cranial drainage, is a simple and safe procedure in the. absence of 
severe shock. The early recognition and appropriate treatment of 
the acute condition of intracranial hemorrhage in the: new-born may 
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thus lessen the large chronic group of physically impaired and 

mentally retarded children. 
Maternal mortality in Massachusetts: a study of nine hundred and forty 


deaths in the puerperal state. The following outstanding facts 
are evident from this study of 984 maternal deaths in Massa- 
chusetts :— 


(1) Septicaemia, toxeemia and hemorrhage were responsible for 
58 per cent. of the cases. 

(2) The part played by operative intervention with labour can- 
not here be stated statistically owing to imperfect records. 
A clear impression, however, was gained that operative 
intervention is of considerable importance in the total of 
unfavourable results. 

(3) Lack of adequate pre-natal care was evident in 89 per cent. 
of the cases. 

(4) Poverty did not stand out as a cause of maternal mortality. 


Pyelitis in the female. 


tabular fashion thus :— 
I.—Foci of infection :— : 
(a) Abscesses of teeth, infected tonsils, sinuses, chronic , ear 
disease. 
(b) Gastro-intestinal conditions, such as constipation, diarrhoea, 
fissure and fistula-in-ano. 
(c) Gall-bladder disease and appendicitis. 
(d) Infection of prostate and seminal vesicles. 
II.—Conditions that cause a‘ decrease in resistance of the kidney 
to organisms that may be filtering through it. 
(a) Nephritis. 
(b) Arteriosclerosis. 
(ct Stone in the kidney. 
III.—Conditions that cause urinary stasis :— 
(a) Stone in ureter. 
(b) Stricture of the ureter. 
(c) Enlarged prostate. 
(d) Hydro-ureters due to cancer of the prostate or uterus. 
(e) Pregnancy. 
IV.—Conditions that cause decrease of general resistance :— 
(a) Overexertion. 
(b) Exposure to cold wet weather. 


Hundley arranges the predisposing factors in 


Phrenic nerve injury in the new-born. Frjedman and Chamberlain con- 
sider that phrenic nerve paralysis is probably not a rare type of 
birth injury. Its presence should be excluded in every case of 
brachial palsy. The same obligation devolves on the medical at- 
tendant where the new born baby displays cyanosis, irregular 
laboured or accelerated respirations, unilateral diminition of breath 
sounds, with or without moisture, or serious digestive ae 

Uterine screem and introducer of radon tubes. The authors describe ‘anew 
uterine screem and introducer for inserting radon (radium emanation) 
tubes into the uterus, which consists of a hollow cylindrical lead tube 
with lumen just large enough to contain the radon tubes. 

The screem can be bent to the required curve and introduced into 
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5 the uterus without bringing the cervix down. It also forms a radio- 
J active rod of the desired length, so that the whole uterine canal can 
be effectively irradiated. 

In making intra-cervical applications in cancer of the cervix, dilata- 
tion is seldom necessary. Trauma is thus minimized and the danger 
of causing metastases greatly lessened. 


The treatment of functional uterine hemorrhage. For yterine bleeding in 


the absence of demonstrable gross lesions of the pelvic organs Novak 
discusses the following methods of treatment :—(1) Spontaneous cure 
of mild cases; (2) diagnostic curettage; (3) organotherapy; (4) 
repeated curettage in recurrent cases in young women; (5) radio- 
therapy, especially in patients of the menopausal age, and (6) hys- 
terectomy at the menopause under certain conditions. 


Puerperal fever: streptococcus hemolyticus toxin and antitoxin [ash and 
Kaplan consider that the toxic substance in the sterile Berkefeld V 
filtrate of puerperal streptococcus hemolyticus broth cultures is a toxin 
because : (1) There is a latent period between injection and reaction; 
(2) the toxic substance in the filtrate is heat labile; (3) it is neutralized 
by immune serum (anti-toxin) and not by non-immune serum; (4) the 
precipitation tests show the development of immune bodies by the 
toxin; and (5) the repeated injections of the toxin produced sufficient 
anti-toxin to protect rabbits against the lethal doses of puerperal 
streptococcus hemolyticus. 


Glucose and Insulin in the treatment of the vomiting of pregnancy. From an 


experience of seven cases of this method of treatment King believes 
it to be of value, and to constitute an advance over the methods 
previously employed i in the treatment of the toxeemic vomiting of preg- 
nancy. An occasional patient will be encountered with organic injury 
already so extensive that treatment will be of no avail, and thera- 
i peutic abortion will be the only recourse. This can be determined at 
present only by clinical observation. One or more of the various liver 
function tests may be found of value, but more investigation is neces- 
sary along this line. 


Specific inhibitory hormone of the corpus luteum. The corpus luteum 
exerts an inhibitory effect on ovulation, menstruation and estrus, 
and Papanicolaou used this inhibitory function as a criterion for study- 
ing luteal extracts and especially for the recognition of the specific 
luteal hormone in the guinea pig. He finds that the proper luteal hor- 
mone and the female sex hormone act in an entirely different way from 
each other, and are, to a certain extent, antagonistic. The luteal 
hormone inhibits and delays ovulation and estrus, whereas 
the female sex hormone somewhat. accelerates these processes. The 
purified luteal extract does not excite estrus and does not cause 
hypertrophy in the genital tract of spayed females, as does the female 
sex hormone. Both are active during pregnancy, but act differently. 
The one inhibits, the other stimulates, and both act simultaneously. 
The oral administration of extracts containing the luteal hormone gave 
no results, though large doses were used. At present this method 
of administration cannot be utilized practically. 
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Puerperal fever: A comparison of the incidence of the skin reactions of the 
toxins from hemolytic streptococci from puerperal and scarlet fever. J ash tested 
the skin reactions produced by the toxins of hemolytic streptocccci 
from cases of puerperal and scarlet fevers respectively in 247 women 
and found a low incidence to both, and considers that the Icw inci- 
dence can be explained by the natural immunity of the patients. 


Transillumination of the cervix of the uterus. Thompson considers that 


transillumination is such a helpful and simple procedure that it should 
be done as a part of the routine of a pelvic examination. 

Lead poisoning in nursing infants due to the use of lead nipple shields. Two 
cases are reported. In one the child was 4% months old, and lead 
nipple shields had been worn on both breasts continuously since the - 
child’s birth. In the other the child was nine months old and the use 
of lead nipple shields commenced when the child was one month old, 
and had been worn constantly since. The authors consider that there 
is no indication that lead shields if used for two or three weeks can 
cause lead intoxication, but that they constitute a definite source of 
danger to the nursing infant if used for lenger periods. 


‘The female sex hormone, Frank and Goldberver conclude that :— 

(1) The female sex hormone secreted by the maturing follicle 
reaches the general circulation. 

(2) The sudden increase of female sex hormone found from ten to 
fifteen days after the last menstruation may be used approximately to 
determine the time of ovulation. : 

(3) The female sex hormone secreted by the corpus luteum likewise 
reaches the general circulation, continuing the pre-gravid stimulation 
of the genital tract and breasts as demonstrated by other methods. 

(4) During the pre-gravid stage either a concentration and _stor- 
age of the female sex hormone takes place in the uterine tissues, or 
the uterine mucosa at the time of the menses filters out the female 

_sex hormone from the circulating blood. 

(5) Two types of menorrhagia or metrorrhagia occur, the one with 
oversecretion, the other with undersecretion, of the female sex hor- 
mone. Further study may enable us to elaborate proper forms of 
treatment based on their etiology. 

(6) Some amenorrhceas may be due to persistence of the corpus 
luteum, as evidenced by a persistence and undue concentration of the 
female sex hormone in the circulating blood. 


The results of diathermy in pelvic infections. Cherry considers that dia- 
thermy is probably the most satisfactory available agent for the con- 
servative treatment of pelvic infections due to the gonococcus. It 
relieves pain, diminishes the pelvic masses, and aids in complete resolu- 
tion. Used as a preoperative therapeutic measure, it will eliminate 
many of the technical difficulties in the removal of large pelvic masses, 
contributing to a smoother convalescence. The percentage of post- 
operative wound infections is also lessened. 


‘Physiologic effects of spermatotoxin. QOslund finds that spermatotoxins 
developed in the blood of the male have no effect on spermatogenesis 
or on the mature sperm in the genital tract. It also appears probable 
that sperimatotoxins developed in the blood of the female have no ef- 
fect on the natural response of its ova to sperm, General bodily reac- 
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. tions, especially the resulting anaphylaxis, cause abortion of ova or 
embryos in pregnant animals. The delay of pragnancy occasionally 
found appears to be of short duration, and is probably caused by 
physical disturbances of the body rather than by antibody reactions. 
Some of the delayed pregnancies reported in the literatures appear 
to have been due to breeding conditions. 
Clinical ‘tests. of the ovarian follicular hormone. . Injections of ovarian 


- follicular hormone into primates, monkeys or human beings, from 
which ovaries have been previously removed, produce growth in the 
uterus. Removal of the ovarian follicular hormone by odphorectomy 
or cessation of injections brings on menstruation in monkeys. Uterine 
growth and accompanying subjective symptoms similar to those ex- 
perienced at the time of menstruation have resulted from injections 
into patients whose ovaries have been previously removed. _ No bleed- 
ing approximating that of normal menstruation has as yet appeared 
in women. In one case of scanty and irregular menses in which the 

‘ ovaries were still intact, a definite increase in flow and regularity 
resulted from injections of the hormone. 


The Journal of Experimental Medicine. 


Vol. xliii. No. 1. January, 1926. 
*Concerning the stability of the acid base equilibrium of the blood in 
pregnant animals. W. de B. MacNider. 
Voll xliii. No. 2. February, 1926. 
*The relation of Bacillus abortus from bovine sources to Malta fever. 
T. Smith. 
“*Agglutination affinities of the abortus melitensis group of bacteria 
with special reference to two human strains. M. L. Orcutt. 
Vol. xliii. No. 3. March, 1926. 
*Variations in CO2 requirements oe bovine strain of Bacillus 
abortus. T. Smith 
*Further data on the effect of vaccination against bovine infectious 
abortion. T. Smith and R. B. Little. 
A rapid method for the isolation of Bacillus abortus from uterine 
exudate and diseased placenta. J. B. Nelson. 
Vol. xliii. No. 4. April, 1926. 


The reaction of cows’s milk to the blood serum — F. S. 
Jones. 


Concerning the stability of the acid-base equilibrium of the blood 
in pregnant animals. Mac Nider finds that the acid-base equili- 
brium of the blood as indicated by determination of the reserve 
alkali of the blood remains constant in non-pregnant animals at 
different age periods, though this does not imply that the acid-base 
balance of such animals at different age periods is a stable balance. 

In pregnant animals of the same age periods as control animals 
there may develop an instability of this equilibrium which is either 
associated with the occurrence of real injury and which may be 
looked upon as a retention phenomenon, as it arises independently 
of such an injury. In this latter group the disturbance of the 
equilibrium increases in frequency and is earlier in its appearance 
in the gestation period as the age of the organism increases. 
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In old and senile pregnant animals some physiological 
-mechanism other than that of the kidney becomes unable to stabilize 
-the acid-base equilibrium of the blood with the result that as the 
advances this physiological condition patho- 
logica 


The relation oi Bacillus abortus from bovine sources to Malta 


fever. ‘Theobald Smith found that two organisms from human cases 
of so-called Malta fever culturally resembled Bacillus abortus from 
cattle, but were not identical with bovine strains in their effect on 
guinea pigs. He found a close relation between .bovine strains of 
Bacillus abortus and these two human strains. 


Agglutination affinities of the abortus-meliteusis group of bac 
_ teria with special reference to two human strains. Orcutt found no 


serological distinction among six strains investigated. 


Variation in co, requirments among bovine strains of Bacillus 


abortus. Theobold Smith found that freshly isolated strains of Bacillus 
abortus vary in their CO2 requirements. The origin and source 
of the strain growing with less dependence on COz (or sealing) may 
be in a vaccinal strain or in continued existence in the udder. All 
strains isolated should therefore be subjected to this test. 


Further data on the effect of vaccination against bovine infectious 


_abortion. Theobald Smith and Little found that partial protection 
is afforded by four injections of a heated culture of Bacillus abortus 
of normal virulence during the first pregnancy, but is lost in 
the second. The superiority of a single injection of a living cul- 
ture of relatively low virulence is evidence in both tr ears 


La Gynécologie. 


March, 1926. 
Some observations on purely functional and trophic disorders. Petit- 
Dutaillis P. 
April, 1926. 
*On the diagnosis and treatment of dysmenorrhcea. Kreis J. 
‘*The menstrual rhythm and intermittent melancholia. Laignel- 
Lavastine. 
*Sixth congress of the International Surgical Society : Radiological 
treatment of uterine cancer. 
May, 1926. 
From the pseudo-normal state to anaphylaxis and from <onutiatiiela 
to natural immunity. Psychism and meta-psychism, particular- 
ly between the two sexes. Petit-Dutaillis P. 
Ceesarian section for acute hydramnios (twin pregnancy). . Rupture 
of the uterus in a subsequent pregnancy. Perrin P. 


Some observations on purely functional and trophic disorders. Whenever pos- 
sible, it is essential’to treat the primary cause. Of the 27 cases here 
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‘described, six were attributed to latent syphilis, two to repeated 
attacks of rheumatism, one to mumps in childhood, one to residence 
in a goitrous district, one to herpetic infection, and one to excessive 
sexual activity. Sources of emotional disturbance should be brought 
to light. 

When a rational basis of treatment is lacking, it must be guided 
by the morbid manifestations, which fall into three classes, viz :-— 

_(1) Disorders of the glands of internal secretion, (2) disorders of the 
sympathetic nervous system, and (3) Psychological disorders. These 
may occur singly or in combination, 


On the diagnosis and treatment of dysmenorrhea. Kreis believes that it 


is a mistake to place dysmenorrhcea in the category of menstrual dis- 
orders, for the term is made to include a series of affections causing 
pain at the time of menstruation; such as inflammatory troubles, pelvic 
varicocele, myoma, malformations, cervical stenosis, appendicitis and 
other intestinal affections. In the ‘‘essential dysmenorrhoea,’’ there 
is no anatomical lesion of the genital organs: it is a spasmodic 
metralgia, comprising the factors of spasm and pain. ‘There may 
be normal contractions. The patients usually display emotional 
characters, which do not correspond to the general idea of mental 
stability. 

The trouble is not really ‘‘essential.’’ It is not confined to the 
uterus. It is a general parasympathetic neurosis, which sometimes 
attracts notice only by the occurrence of painful uterine contractions. 
To explain the fact that some of the patients appear to be absolutely 
normal apart from their periods, three explanations are given: other 
nervous symptoms may be present, but have escaped observation, 
_ other spasmodic phenomena may occur without causing the intense 
pain of the uterine trouble, and finally the patient may interpret her 
symptoms wrongly. 

The pain of dysmenorrhcea is the same as that of all the hollow 
viscera: it is caused by the compression of sensitive nerves by spas- 
modic muscular contractions. ‘These spasms always yield to atropine; 
if not, there is an error of diagnosis. 

Kreis mentions cases characterised by pain and tenderness in 
_the region of the broad ligaments. These are not really dys- 
menorrhoeas, and the treatment should be directed solely to the 
intestinal tract. P 


The menstrual rhythm and intermittent melancholia. Melancholia is often 
associated with menstrual disturbances, most commonly with hypo- 
menorrhcea or amenorrhoea. Sometimes there is excessive menstrua- 
tion, which may be an ordinary menorrhagia; or, as in three cases 
here described, there may be an intermittent depression with a 
bimensual menstrual rhythm. 


Sixth congress of the International Surgical Soclety: Radiological treatment 


of uterine cancer. Ay excellent summary of the discussion at the recent 
meeting in Rome. It includes a good deal of information about 
current methods cf treatment, and many statistical results are given. 


A, GoucH, 
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Bulletin de la ete ates d’Obstétrique et de Gynécologie de 
Paris, etc. 
; No. 9. 1925. 
Imperforate anus, operation and cure. Accompanying sigmoid 
megacolon, Powilewiez. 
A case of pregnant uterus without apparent appendages. Rudaux 
and Durante. 
A case of Ceesarean section followed by temporary eventration of the 
uterus and secondary hysterectomy. Resacher and Hafitte. 
*Concerning low transperitoneal Czesarean section. Couvelaire and 
Portes. 
A full account of the technique is given based on thirty cases, 
and: the authors are favourably inclined to this procedure in 
_preference to the.classical high section. 
*Pathological anatomy of utero-placental apoplexy. R. Mestre. 
To appear in extenso in Gynécolgie et Obstetriqué. 
Intraperitoneal rupture of lutein cyst of the ovary. Soimaru. 
Rupture of corpus luteum cyst of the ovary simulating a ruptured 
ectopic gestation. Hitzanides, 
Acute genital infection with a tetragenus; probably of genital 
origin. Brouet and Isaac. 


SOC. D’OBST. ET DE GYN. D’ALGER. 


Severe eclampsia in labour, fourteen fits and some mental impair- 
ment. . Twelve centigrammes of morphine in ten hours. Low 
forceps after episiotomy for vulval atresia. Living infant 3-15 
kilos. Maternal cure and survival of infant. M. Ferrére. 

Exomphalos. A. Laquiére. 

Concerning observations on twisted ovarian cyst. Costantini 
and Vergoz. 

Congenital malformations of the abdominal walls and genito-urinary 
organs. Houél and Jahier. 

Multiple foetal malformations causing primary brow presentation. 
Houél and Jahier. 

Complicated uterine fibroids. Cabanes. 

Subcutaneous (injections of) oxygen and vomiting of pregnancy. 
Cabanes. 

Early tubal perforation into the peritoneal cavity during an acute 
salpingitis. Immediate operation: cure. Laeroix & Duboucher. 

_ Torsion of an ovarian dermoid of the tube during pregnancy : 
removal: cure with continuation of the pregnancy. Deboucher. 

Slow progressive torsion of a mucoid cyst of the ovary at the 
4th month of pregnancy. Ovariectomy: cure: continuation of 

pregnancy. Duboucher. 
’ Intermittent torsion of a small ovarian cyst. Duboucher. 

Acute dilatation of the stomach by air-swallowing in a neonate. 
Duboucher. 

Malaria and pregnancy. Quinine resistant variety. | Stovarsol. 
Cure. E. Pouget. 

Multiple fibroids, one previal, and pregnancy. ‘Threatened : abor- 
tion. Hysterectomy. Ctire. Duboucher and Pouget. 
-Hysterectomy with Mickulicz tamponnage for uterine rupture 

during labour. Cure. Cabanes and Jahier. 
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SOC. D’OBST ET DE GYN. DE BORDEAUX. 

Histological report on chordoma of broad ligament in process of 
necrosis. Masson and Bégouin. 

Concerning a case of dermoid cyst of the ovary. Pery, Boursier 
and Mangé. 

Severe puerperal fever treated by ten injections of novarsenobenzol. 
(Recovery). Forget-Urion. 

On a case of twins with the two saes separted by a palpable trans- 
verse groove. Anderodias and Magnant. 

Concerning a case of abnormally slow dilatation. Guillemet and 
Marc Riviére. 

The observations of the use of pilocarpine hydrochloride in eclamp- 
sia. Favreau. 

Hydrocephalic foetus with face presentation. Anderodias. 

Anomalies of dilatation: the role of the nervous system in their 
causation. Mare Riviére. 

Preliminary note on the treatment of meningeal heemorrhage by 
repeated lumbar puncture. Maurice Riviére and Marc Riviére. 

On a case of hydatid mole. Brau-Tapie. 


REUNION OBSETRICALE DE HILLE. 

Concerning the obstetrical results of shortening the round liga- 
ments. J. Vanverts. 

*Molar pregnancy at eight months. Hysterectomy. Cure. E. Klein. 
Manual removal of hydatid mole; hysterectomy on third day 
owing to rise of temperature and offensive lochia. The indica- 
tion for such drastic treatment seems rather scanty and no 
danger signs were found in the mole. 

*Treatment of puerperal fever by injections of patient’s own 
hzemolysed blood. Descarpentries. 
Twenty cases are recorded, seven are classed as desperate, 19 
recovered. In the discussion it is stated that 10 c.c.m. of blood 
are heemolysed in 20 c.c.m. of water and injected in four or five 
doses during the same day. 

Twin pregnancy—intra and extra-uterine. Paquet. 

The effects of temporary compression of the tube. Vanverts. 

Multiple pregnancies after ligamentopexies. Delassus. 

Three cases of placenta previa with severe hemorrhage. Caesar- 
ean Sections. Cures. Picard. 

Placenta previa. Conservative Czesarean Section. Duvillier and 
Cambier. 


‘*Hydatidiform mole. Hysterectomy. Duvillier. 


Duration of pregnancy uncertain in a 2-gravida aged 24: rapid 
increase in size of uterus, passage of hydatid vesicles. Failure 
of attempts to empty uterus by means of Champetier de Ribes’ 
bag and persistance of hemorrhage led to the hysterectomy. 
In the discussion Vanverts reported two cases of hysterectomy 
with hydatid mole, the one in a woman of 49 diagnosed as 
fibroid, the other in a woman of 22 compilcated by ascites which 
was thought to indicate malignancy of the mole and perforation 
of the uterus; subsequent examination showed this bélief to be 
incorrect. 

Three cases of hydatid mole. Béghin. 

Uterine pregnancy developing normally two years after laparotomy 
for retention of an extra-uterine foetus at term. Vanverts, 
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REUNION OBST. ET GYN. DE LYON. 


Interstitial pregnancy treated by hysterectomy. Cotte & Latrieile. 

Two cases of meningeal hzemorrhage during eons labours. 
Plaucha and Chaix. 

Appendicitis and pregnancy. Gaucherard and Puig. 

*Oversize of foetus in three successive pregnancies and _ paternal 
syphilis. ‘Trillat. 
First two infants weighed 6.5 and 5.2 kilos respectively and had 
been dead in utero for a few days. It is not stated whether 
they were post-mature. The third labour was induced at about 

~ eight months and resulted in a 4.8 kilo infant dying ‘‘cyanosed”’ 

24 hours after birth. A few days later the husband admitted 
syphilitic infection during his military service and was not 
treated. No mention is made of examination of the foetuses, 
nor of maternal Wassermann Reaction. 

*Two cases of deciduoma malignum of late development. Albertin. 
Three and eight years respectively elapsed between the pregnancy 
and the subsequent development of the malignant tumour. 

Two cases of uterine inversion. Dujol. 

*Twin pregnancy in a double uterus. Dujol. 
Uterus bicornis unicollis. Three premature (6%mo.)  still- 
births, probably syphilitic; after treatment a healthy infant 
and subsequently twins, one foetus in each horn, delivered 
naturally within 24 hours of each other, weights 2.3 kilos and 
2.6 kilos. 

A case of puerperal tetanus appearing on the 12th day after opera- 
tion per vaginam for extra-uterine pregnancy. Peritoneal flood- 
ing due to rupture of three months tubal gestation. P. A. Petridis 


No. 10. 1925. : 
Treatment of placenta previa by vaginal Czesarean Section.  E. 
Febres. 
Uterine anzethesia in Obstetrics and Gynecology by injections into 
the ganglia of Frankenhauser (cervical plexuses). E. Febres. 
Colibacillosis and helminthiasis. Le Lorier and Fisch.. 
Hydrosalpinx the size of a foetal head. P. Guenist. 


No. 2. 1926. 

Hydatid moles and chorionepithelioma. Deuraigue and Séguy. 
The discussion emphasised the difficulty of diagnosis of malig- 
nancy in the mole. 

Progressive pernicious anema during pregnancy. Devaigne & Blum. 

Three observations of preevial fibroids (and pregnancy). Le Lorier. 

Primigravida aged 30, contracted pelvis, forceps failure, at home; 
pubiotomy in hospital, forceps, successful delivery of living 
infant. L. Lorier. 

Semi-preventive vaccine therapy in Obstetrics. Brault & Rochard. 


SOC D’OBST. ET DE BORDEAUX. 

Eclampsia coincident with syphilitic infection. Faugére. 

Syndrome of torsion of pedicle of ovarian fibroma. Roche. 

Concerning the treatment of granular vaginitis. Forget-Urion. 

*Adhesion of vaginal walls after prolonged wearing of a pessary. 
Forget-Urion. 

Patient aged 72 had worn the pessary unchanged for eight years. 


bi 
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Puerperal septiceemia due to pseudo-diphtheria (Hoffmann) bacillus. 
Forget-Urion. 

Torsion of large hydrosalpinx. Guyot, Princeteau and Magnan. 

*Sudden death in puerperium Hautechand. 

Autopsy unobtainable thought to be due to embolus. Death occurred 
on sixth day. 

Pyosalpinx opening into the peritoneum, and later into the bladder 
and the rectum. Guyot, Duvergey and Princeteau. 

Congenital diaphragmatic hernia in an infant born of a tuberculous 
mother. Andérodias. 

*History of a fibroma (fibromyoma). Jeanneney and M. Riviére. 
Illustrating once more the difficulties of differential diagnosis 
between fibroids and pregnancy. 

Two cases of death following intra-uterine application of Radium. 
Begouin. 

On a case of axial torsion of a uterus with a calcified fibroid. 
Guyot, Princeteau and Magnant. 

On a case of necrobiotic fibroid. Guyot, Princeteau &. Magnant. 
soc. D’OBST. ET DE GYN. DE STRASBOURG. 
Treatment of cystic tumours of the ovary during pregnancy and 

after labour. Keller. 

Extrauterine pregnancy opening into the bladder. Ch. Meyer. 

Concerning tubo-cutaneous fistule after operations on the append- 
ages. J. Snoeck. 

Injuries of the rectum during gynecological operations. Reeb. 

No. 3. 1926. 

Metrorrhagic variety of puerperal infection. Couvelaire. 

Concerning low transperitoneal Czesarean Section with cinema pro- 
jection. Brindeau. 

Rapidly progressive tetanus after abortion. Curray. 

A case of acidosis in a pregnant woman. Desoubry and. Jany. 

*Intra-abdominal neoplasm treated by Roentgenotherapy and cured, 

five years after history. Béclére and Siredey. 
Hermaphrodite, female external genitalia, absence of vagina and 
uterus, gonads probably testicles; the left removed 1916, was 
reported to be a ‘“‘seminoma,’’ the. other in the inguinal region 
was the size of an olive (1920). In 1920 gross enlargement of 
spleen without leukemia and no history of malaria, syphilis or 
tubercle; diagnosis of seminoma secondary to testicular growth 
Radiation. Cure. No sign of recurrence to date. 


Fatal streptococcal septiceemia beginning seven days after labour. 
Le Lorier. 


Temporary recovery of heart beat in a neonate after intracardiac 
injection of adrenalin. Le Lorier. 


Large tumour of sigmoid mesentery simulating an ectopic gesta- 
tion. Gueniot and Blum. 


Concerning premature separation of the normally situate placenta. 
Brault and Rochard. 
Obstetric surgery and obstetrics in general practice. A. P. Ramos. 


*Etiology and pathogenesis of uterine fibromyomata a new conception 
Castafio. Congenital syphilis. 
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: REUNION OBST. ET GYN. DE LYON. 
Preevial ovarian cyst: ablation per vaginam near term. ‘Trillat 
and Michon. 


Elongation of the cervix uteri. Michon. 

Oedematous elongation of ‘the cervix uteri during pregnancy. 
Rhenter. 

Severe gastro-intestinal hoemorrhage in the neonate: blood trans- 
fusion: cure. Voron, Rhenter and Bansillon. 

Shortness of umbilical cord. Voron and Morel. 

Ovarian cyst expelled by the rectum during a forceps operation. 
Voron and Morel. 

Twin pregnancy at term: large infants (3.9 -and 4.1 kilos). 
Eparvier. 

-Eclamptic convulsions without prodromata after labour. Voron 
and Pigeaud. 


REUNION OBST. AND GYN. DE NANCY. 
Concerning a hysterectomy in a case of. post-abortum sepsis 
Fruhinsholz and Hamant. 
Resection of the pelvic sympathetics. Treatment of sclero-cystic 

oophoritis. Hamant. 
Concerning dilatation of the colon in the infant. Frohlich. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
An instrument for facilitating vaginal drainage dering laparotomy 
Weher. 

Cancer of the corpus uteri (specimen). Reeb. 

Uterus bicornis, bicollis, double vagina, hzemato-salpinx, heemato- 
metra and hzemato-colpos on the left side. Reeb. 

*Injuries of the pregnant uterus. Reeb. Four cases where the 
uterus was being emptied on legitimate indications in skilled 
hands. (1) Cervix split and curette passed into broad ligament: 
causing local hematoma and hemorrhage into peritoneal cavity; 
recovery after subtotal hysterectomy; (2) Anterior wall of 
cervix perforated, sepsis, hysterectomy, fatal,—death possibly 
due to pulmonary thrombosis. (3) Perforation of corpus by 
curette, subtotal hysterectomy, recovery. (4) Perforation by 
curette near fundus, conservative treatment, recovery. 

*Pelvic hematoceles without apparent alterations of the genital 
organs. R. Keller. The author believes the three cases des- 
cribed to have resulted, as usual, from ectopic abortions in 
which the tubes have recovered almost completely. In two cases 
one tube remained slightly enlarged and. patulous and was 
removed; in the other case no differences could be made out 
between the two tubes. In one case the clot etc., was carefully 
examined and no evidence of pregnancy found, there is no 
mention of such examination in the other two. 

Vol. xii. No. 6. 10925. 

*Fatal suprarenal syndrome (Addisonian type) in relation with 

pregnancy ete. Fruhinsholz. 

Contribution to the study of large closed cysts of the urachus. 

*Indications for early hysterectomy after the expulsion of a mole. 
Patel and Labry. 

*Coccygeal retraction complementary to the Mauriceau head 

delivery. ‘Trillat. 


‘pad 
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Some details to be observed in obtaining specimens of urine for 
cytological examination especially in cases of pyelonephritis. of 
pregnancy. Le Lorier and Fisch. 

*Treatment of uterine retro-displacements. Luque. 

Vol. xiii. No. 1. 1926. 

*Study of the normal interstitial portion of the tube..C. Daniel. 

*The ovarian graft and its application to human therapy. V. Petti- 

nari. 
A second case of triplet pregnancy diagnosed by radiography. 
S. Genell. 
*Indications for early hysterectomy after the expusion of a mole. 
Levy-Solal and Dupont. 
Vol. xiii. No. 2. 1926. 
Concerning the interstitial part of the Fallopian tubes in uterine 
and appendage affections. C. Daniel. 
*Axial torsion of the fibroid uterus. E. Hitzanidiés. : 
*Researches on the role of coagulability of the blood in the pro- 
duction of post-operative phlebitis. E. Chauvin, Esmenard and 
Jaur. 

*Concerning the obstetrical future of women subjected to low trans- 

peritoneal Czesarean Section. M. Wetterwald. 
Vol. xiii. No. 3. 1926. 

*Should one tell? J. Vanverts. 

*Intrauterine transplantation of the ovaries. M. G. Serdukoff. 

*The foetal and thyroid participation in the rise of basal metabolism 

during pregnancy. Garipuy, Lasalle and Sendrail. 

*On the absence of the external genital organs with peritonitis. 

*Conservative treatment of tuberculous genital peritonitis in women. 


Fatal suprarenal syndrome in_ relation to pregnancy etc. A 
fairly straight forward case of Addison’s disease and pregnancy 
with renal and hepatic complications early in the puerperium and 


death one month after labour. Recorded owing to the rarity of the 
combination. 


Coccygeal retraction complementary to the Mauriceau head delivery. 


There seems little advantage in manually pressing back the coccyx 
to allow the head to pass to outweigh the increased risk from ‘‘med- 
dlesome midwifery.’’ 


Treatment of uterine retrodisplacements. ‘The author thinks that 


all retro-displacements should be operated upon, and puts forward 
another variation of round ligament operation—Doleries operation 
with Pfannenstiel incision. 


Study of the normal interstitial portion of the tube. ‘This is based 
on a study of ten uteri (six adult and four neonatal) examined micro- 
scopically and three other uteri examined radiographically after injec- 
tion with mercury. The author concludes that the interstial tube as a 
structure (mucosa and musculature) which differs from that of the free 
tube, and of the cornu to such an extent as to postulate separate func- 
tion, and not merely simple transition from uterus to free tube—he 
does not however state what such function may be. 


The ovarian graft and its application to human therapy. A brief 
historical note, followed by a lengthy resumé of experimental work 
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with short accounts of indications and contra-indications and of 
technique leads up to the following conclusions. He shows that 
ovarian grafting rests on firm scientific bases and may have wide 
applications in human therapy. Its results are however inconstant 
largely due to lack of knowledge as to how to ensure the graft 
“taking’’ and that this is not a simple matter of site, technique, or 
operative dexterity. Animal experiments show that when the grafts 
‘“‘take’’ successfully the results thereof are striking. 


Indications for early hysterectomy after the expulsion of a mole. 


The usual hydatid mole and lutein cyst; suspicious. alveolar 
elements in the mole and as the patient was not doing well, the 
authors performed hysterectomy which showed that their guess was 
correct. They admit the difficulties of diagnosis of malignancy of 
the mole which they ascribe partly to want of co-operation between 
pathologist and clinician—this can scarcely apply in this country—- 
and consider the presence of certain large and typical cells with large 
nuclei (mono- or multinuclear) and strongly eosinophile protoplasm 
as highly suggestive of malignancy. 

Axial torsion of the fibroid uterus ‘This article records two 
cases and includes a summary’ of recorded work on the direction 
and degree of torsion, etiology, pathological anatomy, symptoms, 
diagnosis, prognosis and treatment. In general, the author is in 
favour of subtotal hysterectomy in preference to myomectomy or 
total hysterectomy when there is a free choice. 


Researches on the role of coagulability of the blood in the pro. 
duction ‘of post-operative phlebitis.” [ye authors conclude that post- 
operative thombosis, which has nothing in common with coagulation 
of the blood, does not appear to be attributable to any increase in the 
coagulation of the blood following surgical procedures. They find 
that there is little, if any, incréase in coagulability of the blood as 
evidenced by decrease in coagulation time and the variations in 
such time are mainly within the limits of experimental error. 


Concerning the . obstetrical future of women subjected to low 


transperitoneal Czsarean Section. Published for comparison with 
pelviotomy figures. Two hundred cases analysed; 101 were not 
sterilised at the time, of- these 45 became pregnant. Thirteen were 
sectioned a second time and usually sterilised; 26 women had 4o 
confinements at term per vias naturales—34 spontaneously; five 
women had seven abortions without obvious cause and there was: 
one case of ruptured uterus. 


A Should one tell? Nothing to do with the spirocheta pallida: 
In relation to gynecology operations which will result in sterility, 
the writer holds that it is usually wiser not to inform the wife or 
husband that definitive sterilfty will ensure particularly when there 
are no children already born and surviving. In the case. of young 


girls (e.g. tuberculous appendages) the parents or guardians should 
be told and later the patient herself. 


Intra-uterine. transplantation of the ovaries. The 
two cases and concludes that the following conditions must be borne 


in mind, (1) the preservation of at least one of the ovarian liga- 
ments with intact blood supply, (2) the part of the ovary directed 


. 
is 
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toward the abdominal cavity should not be covered by peritoneuni, 
(3) unnecessary traumatism must be avoided, (4) that in cases of 
sterility due to tubal affections the operation of transplanting the 
ovary into the uterine cavity finds its true place. 


The fetal and thyroid participation in the rise of basal metabol- 
ism during pregnancy The authors conclude that the rise is due 
almost entirely to the foetus and not to the thyroid. 

On the absence of the external genital organs with peritonitis. 


A lengthy article and bibliography dealing with a specimen which 
is fully described and comparison made with other similar cases. 


Conservative treatment of tuberculous genital peritonitis in women. 
The authors use a colloidal iodine—electro-chemically prepared— 
suspended in oil and injected intramuscularly. No details of prepar- 
ation or strength are given. Six cases are recorded in detail and they 
state that incomplete courses of treatment have improved others so 


much that the patients did not carry out the full treatment. Better 
results than for surgery are claimed . 


R. A. HENDRY. 


Bruxelles Médical. 
No. 10. January 3, 1926. 
*Torsion of the gravid uterus. H. Keiffer. 
*Implantation of the ovary into the uterus. Rouffart-Thiriar. 
Total gangrene of the scrotum in labour with a breech presenta- 
tion. A. Van Cauwenberghe. 
Congenital absence of the cervical cavity of the uterus. P. Firket. 
No. 11. January 10, 1926. : 
*Tubal insufflation. R. Pollart. 
No. 12. January 17, 1926. 
*Myomectomy during pregnancy. R. Schockaert. 
No. 13. January 24, 1926. 
*Irreducible dermoid cyst praevia necessitating Czesarean Section. 
R. Schokaert. 


No. 14: January 31, 1926. 
A case of soft chancre cured by powdered neo-salvarsan. O. 
Michaelis. 
No. 18—19. March 7, 1926. 
*Treatment of cancer of the cervix of the uterus. E. Rouffart. 
No. 21. March 21, 1926. 
*Two cases of uterine fibromyomata complicating pregnancy. P. 
Firket. 
No. 22. March 28, 1926. 
The lack of success in the campaign against the venereal peril. 
Matthys. 


Torson of the gravid uterus. | abour was rendered impossible 
by torsion of the uterus on the cervix from left to right, with 
marked inclination to the right. The cause of the torsion was 
Baldi’s operation performed six years previously associated with 
extensive utero-intestinal adhesions due to an influenzal enteritis 
contracted five months before term. 
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‘Implantation of the ovary into the uterus Rouffart-Thiriar 
gives a histological and clinical description of the specimen from 
the operation in a woman in whom hysterectomy had become neces- 
sary after having had an ovary implanted into the uterine cavity. 


Tubal insufflation. Pojjart considers that Rubin’s method of 
tubal insufflation is a valuable adjunct in the determination of the 
diagnosis in sterility and in certain forms of dysmenorrhcea. 


_Myomectomy during pregnancy. Schockaert reports several 
cases of fibromata in which it was necessary to intervene, and -con- 
siders that myomectomy should only be performed —_ absolutely 
necessary. 


Irreducible dermoid cyst previa necessitating Cesarean Section 


Schockaert records a rare case of irreducible dermoid cyst praevia 
causing obstruction to delivery by the natural passages and necessi- 
tating Ceesarean Section. Mother and child did well. 


Treatment of cancer of the cervix of the uterus. After having 


conceded to radium the treatment of operable cancer of the uterine 
cervix, Rouffart has now returned to the enlarged hysterectomy for 
these cases. He reserves radium for all other cases, sometimes as 
a precursor of the surgical treatment, when the base of the broad 
ligament is alone affected, sometimes when the alteration is more 
profound, combined with roentgentherapy which he replaces, when 
possible, by deep radium therapy, 


Two cases of uterine. fibromyomata complicating pregnancy. 


Firket’ s two cases of uterine fibromyomata complicating pregnancy 
were successfully treated, one by myomectomy and the other by 
subtotal hysterectomy. 


Monatsschrift fiir Gebirtshilfe und Gyndkologie. 
Vol. LXXIII, No. 3-4, May 1926. 
The polarimetric method of predicting sex in 100 cases. R. Dyroff. 
*On implanting the tube into the uterus. A. Mandelstamm. 
*Removal of the pains of labour with increased uterine contractions. 
P. Gellert, 
*Obstetric experiences in synergetic narcosis by Gwathmey’s 
method. J. Finger. 
“Objective control of the changes in the abdomin: wall 
during the puerperium. WwW. Siedentopf. 
*Special course of a wrbida i in the puerperium. F. Kermauner. 
Double uterus and tubal gestation. F. Heimann, 
*On emphysema of the abdominal wall after’ gynecological opera- 
tions. W. Zoefgen.- 
*On congenital displacement of the kidney. H. Baumm. 


The polarimetric method of predicting sex, in 100 cases Dyroff esti- 
mated polarimetrically the increased concentration of sera of pregnant 
women, when tested against ovarian and testicular extracts, and he 
points out the following fallacies in this method :— 

(1) The effect of bacterial action, which generally produces a 
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negative deviation. (2) The effect of non-specific proteins giving a 
positive deviation. (3) The difference between fcetal and adult tes- 
ticular extracts. 


On implanting the tube into the uterus. Mandelstamm emphasises the 
importance of the following details :— 

(1) The tube should be introduced into a cylindrical opening left 
by the excision of the obliterated intramural portion. (2) It is ad- 
visable that the medial end of the tube should be divided into two 
flaps, and that the uterine mucous and serous coats should be joined 
by fine catgut ligatures. (3) The division of the tube into flaps 
gives better conditions for conception, as a smooth opening into the 
uterus is produced. (4) The length of the new intramural portion 
should exactly equal that of. the excised interstitial portion. 


Removal of the pains of labour with increased contractions. Gellert bases 


his method on the theoretical consideration that the onset of labour 
depends on certain endocrine stimuli and a relaxed condition of the 
cervix. His technique is as follows :— 

When the cervix begins to dilate, it is exposed with a speculum, 
the lateral fornices are gently swabbed with 1-2000 perchloride of 
mercury, and an injection of 10 c.c, 1 per cent. novocaine and adrena- 
lin solution (together with .5 c.c. of a pituitary preparation) is made 
into the parametruim on either side, puncture of a vessel being 
avoided; the paracervical ganglia are thus anaesthetised, and the 
cervix is relaxed. Painless contractions follow regularly and powerful- 
ly, and may be stimulated by further hypodermic pituitary injections, 
When the os is fully dilated, which is usually in less than an hour, 
the uterus is allowed to rest for half-an-hour. 5 :c.c. of 2 per cent. 
novocaine, with adrenalin and pituitary are then injected into either 
pudic nerve medial to the tubera ischii. 

Gellert has used this method in 30 cases of labour with entirely 
satisfactory results. Labour was quite painless, no perineal lacera- 
tions occurred, the placenta followed the child rapidly, remarkably 
little heemorrhage followed, and all the children were healthy and 
cried at once. Contraindications are active gonorrhoea, vaginitis, 
and scarring of the cervix; the latter will produce a resistance to the 
increased contractions, 


Obstetric experiences in synergetic narcosis by Gwathmey’s method. Finger 
had good results with Gwathmey’s method. Painless uterine con- 
tractions were always obtained, no ill effects on the child were ob- 
served, and the only disadvantages were the occurrence of excitement 
and vomiting in some cases. He recommends beginning the treat- 
ment whenever the pains become strong, if the cervix is then only 
little dilated, morphia and magnesium sulphate are given intramuscu- 
larly, ard the latter repeated three or four times if necessary. When 
the cervix is about half dilated a rectal injection of ether in oil is 
given; when its action diminishes, it may be prolonged by more 
magnesium sulphate. 


Objective control of the fetrogressive changes in the abdominal wall during 
the puerperium. Siedentopf has devised an apparatus for estimating 


the condition of the abdominal wall, as regards power to support 
and lift weights, and concludes that actual measurements may be 
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taken, which show: (1) An improvement during the puerperium, 
more marked where warm moist dressings, and particularly, elastic 
binders are used. (2) A difference in primi-and multi-parae. (3) The 


effect of previous bodily exercise, and(4) A diminution in firmness as 
compared with nulliparae. 


Special cause. of a phlebitis in the puerperium, The mother and 


aunt of a primipara died of pulmonary embolism after childbirth. 
The patient herself had had an ischio rectal abscess with local throm- 
bosis, and a nephrectomy for tuberculous kidney. After a slow labour 
and episiotomy, she developed a rapidly extending phlebitis which 
finally involved both arms and legs, and pelvic- and mesenteric 
veins. The child also died on the second day, presumably from a 
tentorial tear.. Kermauner considers the family history as a factor, 
possibly added to a toxic as well as a septic cause. 


On emphysema of the abdominal wall after gynecological operations Zoefgen con- 


cludes (1) that gas forming anaerobes can only remain latent where 
their optimum nutriment—striped or smooth muscle—is absent. 
(2)Colon bacilli and anaerobic cocci have not been found in emphy- 
sema of the abdominal wall; and where emphysema and suppuration 
occur together, each lasts a different time. (3) Absence of fever is 
against an infective cause for the emphysema. (4) The emphysema 
is due to air which has remained in the abdominal cavity after opera- 
tion, especially where the Trendelenberg position has been main- 
tained during the suturing of the parietes. 


On congenital displacement of the kidney. A woman of 46 who had had 
six normal labours, complained of profuse vaginal hemorrhage and 
constipation. A polyp was removed, and a pelvic tumour was shown 
at operation to be a congenitally displaced kidney, which was suc- 
cessfully replaced in the upper abdomen. 

Dorotuy W. L. LEVERKUS. 


Archiv fir Gynakoygie. 

128,March 25th, 1926. 
Follicles in the new-born. H. Hartmann. 
Blood sugar in mother and foetus. K. Hellmuth. 
Glycogen in the foetal vagina. O. Gragert. 
Virulence of vaginal micro-organisms. N. C. Louros. 
*The uterus and vagina as a source of leucorrhcea. R. Schréder. 
The interstitial ovarian gland. R. May. 
*Post-climateric complications of myomata. N. Schultheiss. 
Ruge-Philipp virulence tests. F. Baake. 
The treatment of syphilis in pregnancy. Kraul and Bodnar. 
Rectal cancer and pregnancy. H. Kalz and F. Kaspar. 
Pigment metabolism of liver in pregnancy. H. Eufinger and C. W. 

Bader. 

Indicanzemia in pregnancy. H. Erfinger and C. W. Bader. 
Movements of tubes. F. V. Mikulicz-Radecki. 
Cytology of peritoneal fluid. E. Vogt. 
The treatment of syphilis in pregnancy. E. Klaften. 
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128. May 15th, 1926. 
Birth mechanism with contracted pelvis. P. Schumacher. 
*Infiammatory origin of atresia and heterotype epithelial prolifera- 
tion of the tubes. I. Kitai. 

Auricular placenta. L. Fraenkel and J. Granzow. 

Uterine sarcoma of rhythmic structure. W. Geisler. 

Renal function and pregnancy. R. Krdauter. 
*Folliculoma of the ovary. - A. Blau. 

The Wassermann test at parturition. H. Boas. 

Functional disturbances at the period of puberty. A. V. Fekte. 

Pregnancy and pulmonary tuberculosis. F. Schultze-Rhonhof, 
Ovarian haematomata and endometrioid formations. R. Cordua. 


The uterus and vagina as a source of leucorrhea. The Fallopian tubes 


play no part in the production of ‘‘fluor genitalis,’’ nor does the 
corpus uteri, save occasionally in chronic pyometra. Normally the 
cervical epithelium secretes only a small quantity of mucus, which 
plugs the cervix, is alkaline (fg 7.2-- 9.0), contains little or no 
carbo-hydrate (0 -- 0.3 per cent.) and 1.0 per cent. of proteins. 
Increased cervical secretion in certain vagotonic subjects may lead 
to leucorrhoea ‘‘psychogenous fluor’? is of similar origin. Leucorr- 
hoea of cervical origin is more commonly (1) an infectious: cervical 
catarrh, often gonorrhceal, or, (2) an accompaniment of an ‘ ero- 
sion: usually one or two grammes of secretion can be removed from 
‘the vagina, sometimes three to fivé grammes. Although ‘cervical 
mucus forms an excellent medium -for artificial culture of streptococci 
and staphylococci, it is in physiological conditions invariably sterile : 
the bactericidal substances are derived not from the cervical secre- 
tion but probably from living cells. . The vaginal contents are 
classified in this paper as follows: Flora I: Doedeérlein’s bacilli only 
present. Flora II: vaginal epithelial clls, a few leucocytes, many 
Doecderlein’s bacilli with a few other organisms. Flora IIIa: varied 
and numerous organisms with epithelial celis, leucocytes and an intact 
vaginal wall. Flora IIIb: mixed flora with many leucocytes and 
red macules on the vaginal wall. Small amounts of whitish vaginal 
contents are associated with (1) in about 50 per cent. of cases; large 
amounts of yellow contents with IIIa in nine out of ten cases. 
Leucocytes, as may be shown by ‘examining the cervical secretion 
taken from under a cap which has been left in situ, come from the 
cervix not from the vaginal walls. The acidity of the vaginal contents 
shows no cyclical menstrual variations, is-greatest in cases of Flora 
I and least in those of IlIb, where on an average Jy 4.0 -- 4.7, and 
5.0°-- 5.6 respectively. The normal vagina functions in close sym- 
biosis with bacilli (Doederlein’s chiefly) of the B. acidophilus group. 
The vaginal wall produces the necessary precursors of lactic aci1, 
which consist chiefly in glycogen but partly in glycoproteins. The 
glycogen is converted into monosaccharides by cell-ferments in the 
desquamating vaginal epithelial cells: from the sugars lactic acid 
is formed by Doederlein’s bacilli, organisnis gaining accidental entry. 
For the symbicsis it is necessary that the vaginal wall. be .sound 
and that,-the vaginal acid be not neutralised as the result. of trauma 
or insults from without, ‘or by alkalinisation from supravaginal secre- 
tions. If the acid concentration sink to ‘Pq ° 5.0 extrinsic. organisms 
gain a footing and’ at lower concentrations prevail. The vaginal 
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wall reacts protectively to diminished acidity of the contents by 
increased carbohydrate production. 


Postclimacteric complications of Myomata. ‘To advocate radiotherapy 


for 90 per cent. of myomata is to go too far: for the majority sur- 
gical treatment is justified. In comparing surgical with radiothe- 
apeutic treatment of myomata it must be remembered that (1) 
complicated cases which are excluded from the scope of the latter 
should in fairness be eliminated from statistical reports of the former, 
(2) unpleasant symptoms may be associated with the artificial meno- 
pause following X-ray castration, (3) not all the results of radiotherapy 
comprise in addition to amenorrhcea full disappearance of pain, (4) 
_ owing to errors of diagnosis there is risk of radiating an early malig- 
nant neoplasm—for example, an early mural sarcoma which evades 
biopsy, (5) malignant metaplasia can occur after, as well as before 
X-radiation. It is important to study the behaviour of myomata 
after cessation of ovarian function, and the writer thinks it fair to 
compare in this respect those castrated by radiation with myomatous 
patients who have naturally passed the menopause. Of 660 myoma 
cases in the Basel-Frauenspital, 22 or 3.3 per cent. were operated on 
for symptoms originating or becoming severe after the menopause. 
In nine cases the operative indication was rapid increase in size of 
the tumour, the climacteric lying one to eighteen years back: these 
included two of cystic degeneration and one of probable myosarcoma. 
In seven instances the symptom leading to operation was pain, with 
or without pressure symptoms: the menopause had occurred with one 
- exception two to nine years earlier, and in one case sarcomatous 
metaplasia of the tumour was found. In four cases the operative 
indication was metrorrhagia due to submucous myoma, polypoid in 
three instances. Presumably it is possible for regressed myomata 
_ to become troublesome, similarly to the twenty two tumours studied 
after X-ray castration: this should be borne in mind in valuing 
reports of radio-therapy. More direct evidence has been given by 
Heimann, who reported increase in size of myomata one-and-a-half 
and two-and-three quarter years respectively after radiation—the 
ovaries showed complete involution; and Vogt among thirteen hundred 
radiated cases reported renewed bleeding one half to five years after 
the artificial menopause in eight instances, of which three were cases 
of adenocarcinoma and one was a case of epithelioma complicating 
pyometra. At the writer’s clinic about 20 per cent. of myomata 
had been treated by radiation during the last eight years with a 
total mortality of 1.8 per cent. among operative cases. The 520 
operative cases included seven of myosarcoma, of which four were 
clinically free from suspicion of malignancy and therefore in other 
hands would have fallen within the elective group of cases for 
radiotherapy. ‘There were in addition two cases of coexistent car- 
cinoma corporis. 


The Inflammatory origin of atresia and heterotype epithelial proliferations 
in the tubes. The ascription of tubal atresia and heterotype epithelial 
proliferations in the Fallopian tubes to congenital errors of develop- 
ment by Lahm, Schridde and Schoenholz is erroneous: they are of 
inflammatory origin, usually genorrhceal. Embryonic errors are un- 
known in the tube in contradistinction from all other portions of the 


Journal of Obstetrics and Gynecology 


‘female genital tract. The lack of scar formation is to be expected 

although slight fibrosis in the tubal musculature is sometimes found 
on careful search. Of two cases of atresia described as examples 
in which evidence of inflammatory origin, owing to the chronicity 
of the condition, is untraceable microscopically, the first is interest- 
ing as showing in one and the same tube cystic and non-cystic 
portions, and the second in that the patient had twice been pregnant 
and therefore seemed unlikely to possess congenital tubal malforma- 
tion. In four other cases also there had been one or more conceptions. 
Five other cases are illustrated in which tubes showing atresia and 
those showing epithelial invasions of the muscularis presented signs 
of regressing acute inflammation. In one, a girl aged 21 who had 
had one child four years previously suffered from bilateral pyosalpinx; 
portions of each tube showed- zones of atresia, with epithelial pro- 
liferations among muscle bundles permeated by round cells, but no 
new vascular formation. Purely ‘‘hyperplasiogenous’’ adenomyosis 


may occur in the uterine end of the tube but is unknown in its 
other parts. 


Folliculoma Ovarii. Acconci and others between 1890 and 1907 
_ reported ovum-like structures in ovarian tumours to which the name 
folliculoma (malignum) was given by Gottschalk in 1899. After 
study of a similar tumour regarded as a carcinoma with pseudo-folli- 
culomatous formation due to hyaline degeneration of the stroma the 
writer concluded in 1907 that the term folliculoma is not justified— 
an opinion which he still maintains with regard to tumours described 
to that date, and to many similar tumours since reported. He admits 
however, that a group of tumours exists for which the name follicu- 
loma is justified in so far as they are characterised by preponderance 
of true, although incomplete, follicle formation: eleven tumours in 
all those reported can be regarded as folliculoma ovarii. Pseudo- 
follicular carcinomata (carcinoma folliculoides) are not confined to 
the ovaries, but occur also in mucous and salivary glands. The 
retention of the term folliculoma in a strictly morphological sense 
is preferable to the use of the term granulosa-cell tumours or ophor- 
oma. Corresponding to the sharply defined morphological characters 
of folliculoma there appear to be certain fairly well marked clinical 
characters. "The tumour is usually from the size of a walnut to that 
of an egg, rarely as large as the fist, with the surface smooth or 
showing protuberance of individual cysts: the consistence is usually 
hard. In ten out of eleven cases the tumour has been unilateral; 
in nine the patient’s age was from 54 to 73. Folliculomata in the 
- writer’s sense of the word have invariably been benign. 
W. E. CROWTHER. 


Zeitschrift fiir Geburtschiilfe und Gynakologie. 
Band LXXXIX. Heft I. July, 1925. 

*Investigations into the acetone-bodies of the blood during  preg- 
nancy, and their relationship to the acidosis of pregnancy. O. 
Bokelmann, A. Bock and J. Rother. 

*The superiority of the extended conservative operation for fibro- 

_ myomata of the uterus over the radical —— and Roentgen- 


castration. B, Aschner. 
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*The changes in the biie-pigments and the bile-acids found in the 
blood during pregnancy and labour. G. Susstrunk. 

Is there a toxin produced during menstruation? A. Gegenbach. 

*The uric acid content of the blood during pregnancy. O. Bokel- 
mann and J, Rother. 

The operation of episiotomy. F. C. Van Tongeren. 

On the question of sperm immunity. L. Bodnar and H. Kamniker. 

*Interstitial pregnancy. W. Schmitt. 

Operations for prolapse of the uterus and subsequent fertility. E. 
Vogt. 

Teleangiectasis in the newborn. M. Hagenbuch. 

Investigations into the influence of menstruation- on respiratory- 

exchanges. W. Lanz. 


Investigations into the acetone-bodies of the blood during pregnancy and their 
relationship to the acidosis of pregnancy. ’[‘he excretion of acetone in preg- 
nant women has been investigated on many occasions since Vicarelli 
first drew attention to it. Most of the results published, and the 
deductions made from them are open to the criticisms that the urinary 
acetone has been the only factor considered, that the results obtained 
have varied widely with the analytical methods of the authors, and 
that no adequate standards have been established to allow even 
comparison of the pregnant and the non-pregnant state. The authors 
estimate not only the acetone, but also the diacetic acid, and the 
B-oxybutyric acid of the blood in non-pregnant women, and in a 
series of women during pregnancy, labour, the puerperium, and at 
times sufficiently long after labour to allow the influence of pregnancy 
in these cases to have disappeared. They use the analytical method 
of Engfeldt, slightly modified in details and with considerably 
larger quantities of blood. Allowance is made for the possibility of 
circulating lactic acid vitiating the results, particularly in those 
women investigated during the second stage of labour. In a series 
of 16 pregnant women, all apparently in perfect health, they found 
an increase in the acetone-bodies of the blood of greatly varying 
amount. In general the acetone content rises towards the end of 
pregnancy, and at the end of the puerperium sinks to a lower level 
than is found in non-pregnant women. While the non-pregnant sub- 
jects gave an average of 29.85 mgms. per litre, pregnant women gave 
an average of 42.83. In individual cases the figures reached 65.72 
and even 104 mgms. per litre. The diets in all. cases were ample. 
In the first stage of labour, when the activity of the voluntary muscles 
has not yet become a disturbing factor, the average- rose to 58 mgms. 
per litre, while in the second stage it reached the high average of 
121. Postpartum the figure dropped to 24.70. The authors consider 
this great increase in the acetone-bodies of the blood during preg- 
nancy to be due to a primary disturbance of metabolism which must 
be considered physiological for pregnancy, and which depends on 
a change in the metabolism of fats rather than in that of the car- 
bohydrates. 


' The superiority of the extended conservative operation for fibro-myomata 
of the uterus over the radical operation and Rentgen- castration. The 


author makes a plea for the conservative treatment of cases of irregu- 
lar uterine heemorrhage, due either to constitutional lesions or to 
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fibro-myomata. ‘The ideal should be the preservation for the patient 
of a menstrual cycle, normal not only in incidence, but also in amount. 
Supravaginal and total hysterectomy, and the equally objectionable 
Roentgen-castration, should all be avoided, except in cases where 
there is some special circumstance, such as the presence of local 
malignant disease or tuberculosis. "The author has framed a very 
drastic indictment against the more mutilating results produced by 
either surgical or Roentgen methods: the victims suffer from arterio- 
sclerosis, vascular hypertrophy, nerve lesions and psychosis, who 
might then change his attitude towards such operations, but become 
the patients of physicians specialising in vascular, nerve or digestive 
disturbances. In irregular uterine hemorrhage, not associated with 
fibroids, the cause is more often general than local; attention to diet, 
bowel function, circulatory system, with only occasionally the use 
of styptics or curettage, should be sufficient. In certain cases the 
author has found venesection most helpful. In obstinate cases 
wedge-shaped resection of the uterus may be necessary, but certainly 
not hysterectomy. In cases of fibro-myomata, the most conservative 
operation—myomectomy—should be employed in women even up to 
the age of 50. It is not the conservation of fertility, but the main- 
tainance of menstruation up to what would have been the normal 
menopause which is important. Details of technique are of the 
utmost importanc2—the careful approximation of uterine surfaces, 
the use of catgut rather than silk, the covering of the surface of the 
uterus with vesical peritoneum or by the suture to it of the sigmoid 
colon to prevent adhesions of small bowel. The operation is no 
more dangerous than the radical, though there is often a more pro- 
longed resorption temperature after operation. If necessary, the 
uterine cavity may be exposed during the operation without special 
risk. Roentgen-castration may be reserved for the very few cases 
where the patient is too ill for operation. In the series of 47 cases 
described by the author, in which myomectomy was performed even 
for very big tumours there was no fatal case, and in most the restora- 
tion of a normal menstrual flow was secured. While a further series 
were operated on by the vaginal route, the abdominal method is much 
mere suitable. 


The changes in the bile-pigments and the bile-acids found in the blood during 


pregnancy and labour. [y the Hamburg-Eppendorf Clinic it has been 
found in cases of the toxzemias of pregnancy that an increase in the 
bile-pigments of the blood up to 243 bilirubin units of the van den. 
Bergh scale indicates a bad prognosis. Such tests are carried out 
before the actual appearance of jaundice. Using similar methods, 
the author investigated the blood of 134 pregnant women, most of 
them in perfect health. In 35 per cent. he found a definite, though 
small, increase—not more than one bilirubin unit—during pregnancy : 
71 per cent. showed during labour a more marked rise, as high as 
2% units. By the seventh day of the puerperium the values fell 
to normal again. Estimating the bile-acids in’ the blood according 
to Frey’s method, he could find no definite relationship between the 
inerease in the bile-acids and the increase in the bile-pigments. 
Feeding on a diet rich in fat produced an increase in the bile-acids 
but not in the bile-pigments. The hyper-bilirubinzemia is probably 
due, not to biliary engorgement, but to an alteration in metabolism, 
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which is peculiar to, and ought to be regarded as a physiological 
accompaniment of pregnancy. The van den Bergh reaction in his 
positive cases was of the delayed type. The only prompt reactions 
were obtained in cases with proved concurrent biliary lesions, and 
in the one true eclamptic of the series. No positive relationship 
could be established between the bile-pigment content of the maternal 
blood and of blood taken from the umbilical cord. 

The uric-acid content of the blood during pregnancy. [ny an attempt to . 


find some acid substance in the blood which might bea factor in the 
acidosis associated with pregnancy, the authors have established the 
uric-acid content of the blood in a series of women at, different stages 
of pregnancy, during labour and in the puerperium. ‘They used the 
colorimetric method of Folin and Wu, and dealt only with 
whole _ blood. In their normal cases the values during 
pregnancy were normal, the average being 2.74 mgms. per cent. : 
during labour a slight increase to 2.86 took place : in the puerperium 
a greater increase in the average amount to 3.46 mgms. per cent. 
took place, agreeing with the observations of Frey and Plass. ‘These 
figures indicate that uric acid is not an important factor in the acid- 
osis of a normal pregnancy. In a smaller series of cases including 
only albuminurics and eclamptics, the figures varied from 4.54 to 
14.50 mgms. per cent. There is no evidence to indicate whether the 
increase of uric acid in these cases is due to a secretory disturbance 
or to the increased destruction of nuclei following changes in the 
liver. 


Interstitial pregnancy. The author describes two cases of true intersti- 
tial pregnancy, operated on in the 5th and 4th months of gestation. 
In the first specimen the preservation has been much better than in 
the second, which had lain in formalin for a few years. In both, 
the pregnancy occurred on the right side: in both, the insertions of 
the round ligament, tube and ovarian ligament were widely separated 
on the wall of the gestation sac: in the first, the round ligament 
was inserted on the lateral anterior wall of the sac: in the second, 
on the anterior median side. The first showed two ruptures, one 
on the anterior wall due to perforation by the chorionic ‘villi, the 
other on the posterior upper surface due to mechanical stretching of 
the muscle fibres; the second showed a single rupture of the wall 
on the anterior surface due to erosion by the villi. In the wall of 
both gestation sacs, there were no true decidual cells, but both 
showed numerous cells of a ‘‘decidua-like’’ type, originating not 
from the muscle or connective tissue cells, but, in the author’s 
opinion, most probably from cells of foetal origin. In both, the sac 
wall contained on its inner surface a layer of fibrinoid tissue, derived 
from degenerating muscle tissue. ‘The uterine mucous membrane ‘in 
the first case showed great hypertrophy with abundance of true 
decidual cells: in the second case there was a less degree of hyper- 
trophy of the endometrium, and no trace of any decidual cells. In 
the first case the peripheral portion of the right tube showed true 
decidual cells: in the second, this tissue was not available for 
examination. In both cases the duration of the pregnancy was con- 
firmed by the size of the fresh foetus removed at operation. Particu- 
larly interesting is the fact that in the first case there was a typical 
adenomyoma in the left tubo-uterine angle, with undoubted evidence 
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of a similar tumour having been present in the right angle. In the 
second case the right tubo-uterine angle showed the presence of a 
similar tumour. The author considers these neoplasms to have been 
the causes of the interstitial pregnancy in these cases. 


JAMES HENDRY. 


Zentralblatt f. Gynakologie. 


January 2; 1926. 
*Accident, negligence and incompetence in midwifery. H. Sellheim. 
*A new method for excitation of pains. C. J. Gauss. 
The value of diagnosis from excisions and scrapings. R. Meyer. 
and C. Kaufmann. 

*Harmful sequelz in germ-irradiated maternal animals. H. Martins 
and H. Franken. 
*How far can prognosis be based on the microscopic findings for 

radiation of uterine carcinoma? Béhm and E. Zweifel. 

*The lipoid content of the nucleolus of the human ovum and its 
application to sex determination. EE. Fels. 

Plastic operations on cleft uterus. H. Fuchs. 

Back-ache and pain in the side in adnexitis. LL. Kraul. 

Mixture cyanosis in the new born. P. M. Traugott. 

Participation of liver and kidneys in pregnancy and eclampsia. E. 
Preissecker. 

Eclampsia and calcium. Giinter and K. F. Schultze. 


January 9,. 1926. 

*The theoretical basis of synergetic obstetric narcosis and its impor- 
tance. E. Vogt. 

The origin of pseudomyxoma peritonei and related pathological 
processes. F. Koerner. 

The granulose-cell tumour of the ovaries, especially in old women. 
F. Isbruch. 

*The treatment of ovarian haemorrhages by ovarian transplantation. 
P. Sippel. 

Revision of adnexa and operative correction of ovaries in derange- 
ments of menstrual functions. W. Hannes. 

Therapy of hemorrhagic metropathy by ovarian resection. Engl. 

Dangerous intraperitoneal hemorrhage from the ovaries. P. Klein. 

A. case of dangerous corpus luteum hzemorrhage with simultaneous 
intrauterine pregnancy. M. Dolyuskyj and L. Benzion. 

January 16, 1926. 

*Virulence of streptococci and the treatment of febrile abortions. 
H. Kustner. 

*Cutural virulence tests of cervical and vaginal germs and their im- 
portance in post-operative morbidity and mortality. E. Pibram. 

*The virulence test in gyneecology and obstetrics. E. M. Fuss. © 


*Estimation of virulence of bacteria in pverperal diseases. 
Bublitschenko. 

The lactic acid treatment of leukorrheea. H. Naujoks and B. 
Behrens. 
The treatment of cervical catarrh with animal charcoal. F. C. 
Geller. 


The treatment of leukorrhoea, E. Puppel. 
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. Investigations with ‘‘Gonotest.’’ P. Caffier. 
*The formation of lactic acid. J. Polonsky. 
January 23, 1926. 
Social indication in gynecology. W. Beuthin. 
*Researches on cancer statistics with special references to pre-war 
and post-war times. F. Kauffmann. 
*Age and maturity of uterine cancer. L. Ballin. 
Extra-uterine pregnancy with cancer of the cervix. J. Batisweiler. 
Sterilization by crushing the tubes. M. Madlener. 
Errors and danger in pubiotomy. A. Niedermeyer. 
- Results of the Schauta-Wertheim interposition. C. Pollack. 
Palpation of the foetal heart-beat in universal foetal hydrops. B. 
P. Fomenko. 
Neuralgia of the ilio-inguinal nerve afew Aiexander-Adams opera- 
tion. H. Kiister. 
A second successful case of recurrence after vesico-vaginal inter- 
position of the uterus treated by Alexander-Adams operation. 
A. Paunz. 
January 30, 1926. 
Nodes and cysts on tubes. J. Schiffman and H. Steiner. 
Symphysis and ventral fixation of the uterus. E. Solms. 
Gynezecological psychotherapy. B. Liegner. 
*Colostrum secretion and gynzeological diseases. L. Ballin. 
. *Local autohzmotherapy of mastitis. V .Rubeska. 
Polymastia and polythelia. L. Theodor. 
An ovarian hormone. S. Loewe, 
*Epinephrine and pregnancy vagotonia. B. Varé. 
Serum proteins after operations. K. Burger. 


February. 6, 1926. 
Effect of thymus extract on uterine activity and its practical appli- 
cation in obstetrics. N. Temesvary. 

*A case of hyperthyroidism cured by castration. O. Khoér. 

Heterotopic decidua in the anterior wall of the vagina. E. O. Schoch 

The significance of the blood sedimentation test in gynzecolosy. 
G. Frommolt and L. Motiloff. 

The applicability of sedimentation of blood corpuscles: in gyne- 
cology. O. Silger. 

The significance of blood sedimentation in the therapy of adnexitis. 
N. Cukor. 

Lactic acid formation in the human placenta and ovary. A. Loeser. 

Gyneecological clamp forceps for the ureter, tubes, round ligaments, 
and blood-vessels. O. P. Mansfeld. 

Tutokain as a lumbar anesthetic. E. v. Konrad. 

Critical observations on the therapy of febrile abortion. F. Clauser. 

February 13, 1926. 

Basal metabolism estimation in dysmenorrhoea. A. Heyn. 

A critical word on modern publications. M. Henkel. 

High forceps and Ceesarean Section. A. Calmann. 

Rupture of the scar in the pregnant uterus after abdominal Ceesar- 
ean Section. P. Steinberg. 

*Gonorrhceal ophthalmia after Cesarean Section. H. O. Neumann. 

Ceesarean Section for cedema of the vulva. H. Gertner. 

Vulvar eczema and placenta previa as indications for abdominal 
Ceesarean Section. W. Liepmann. 
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Extraperitoneal section after. Kocher’s exohysteropexis. F. J. 
Meltruba. 
Post-mortem Ceesarean Section with living child. E. Noltmann. 
Delivery after death. H. Hellendall. 
Ceesarean Section in eclampsia. S. Liebmann. 
February 20, 1926. 
Delineation of child’s skull. G. Schwark. , 
Intrauterine traumation of both forearms. K. Fink. 
The state of the pulse-volume after the pains. W. Hapt. 
Obstetric manceuvres. H. Jenttner. 
Forceps frequency and collective mortality. St. v Thurn-Rumbach. 
Lowered resistance to hemorrhage in the puerperal period. K. 
Atzerodt. 
*Intestinal injury from aortic compression. H. O. Neumann. 
ZEtiology of late puerperal hemorrhages. E. Klaffen. 
(1) Skeletonizing of an old tubal abortion. (2) A case of missed 
abortion. E. Kahn. 
Three cases of vaginal myoma. D. Tuberowsky. 
February, 27, 1926. 
The importance of van den Berg’s test in pregnancy, with special 
reference to the toxicoses. H. Enfinger and C. W. Bader. 
Researches on the pregnancy reaction of Dienst... W. Vogel. 
A criticism of the extended Abderhalden’s reaction (after Sellheim). 
G. Musa. 
A simple new sign of pregnancy. . Weissenberg. 
Acute meningoencephatitis in the puerperium simulating eclampsia. 
S. Joseph and E. Rabau. 
Influence of the radius of the centrifuge on the erythrcyte sedi- 
mentation reaction of Henkel. K. Herold and H. Gueffroy. 
How often is the serological cancer reaction correct? K. Volkmann. 
Is the retention of decidual Tests always an unimportant event? 
P. Rissmann. 
Vaginal douching at the end of pregnancy. E. Schwarzkopf. 
Sublimate poisoning from the vagina. M. Magid. 
Recurrent menstrual herpes. R. Blum. 
Rupture of the posterior vaginal fornix as a complication of labour 
in pendulous abdomen. R. Oelschlagel. . 
Formation of artificial vagina from intestine for vaginal defect. 
R. Frauz: 
Congenital absence of the vagina and its artificial formation by 
Amann’s method. J. Tikanadoe. 
An artificially formed vagina by Mori’s method three years after 
operation. O. S. Parsamow. 


Accident, . negligence and incompetence in midwifery. Sellheim 
discusses the borderland between accident, criminal negligence and 
gross incompetence on the part of the obstetrician. He suggests 
a partial revocation of the license in the latter case until the attain- 
ment of sufficient knowledge and skill can be proved. He considers 
that quite a small amount of actual practice will suffice to make a 
good obstetrician if combined with profound theoretical knowledge. 


A new method for excitation of pains. For the induction of 


labour, Gauss made successful use of. locally applied vibration by 
means of a Lauder vibration stool. - 
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Harmful sequale in  germ-irradiated maternal animals: Mice 


were irradiated by Martins and Franken with Rontgen-rays. Out 
of five pairs irradiated one was sterilized whilst in the remainder 
the litters were small with high mortality. The surviving young 
mice were undeveloped and sterile at the age of nine months. 


Prognosis based upon microscopic findings for radiation of uterine 


carcinoma. A comparison of the microscopic findings with the 
results of roentgen treatment was made by Bohm and Zweifel in 
122 cases of uterine carcinoma. “The most favourable results were 
obtained in medullary carcinoma with immature cells containing a 
profusely vacuolated cytoplasm and marked leucocytic infiltration 
of the stroma with th production of granulation tissue. The least 
favourable results were obtained from roentgen treatment in highly 
differentiated epidermoid carcinomas showing a tendency to keratosis 
without leucocytic infiltration of the stroma. ‘Their estimate of the 
outcome from the microscopic findings was incorrect in only ten per 
cent. 

The lipoid content of the nucleus of the human ovum and its 
application to sex-determination. Fels finds differences in the 
phosphatid content of the nucleoli of the ova in human ovaries. 
He considers that these differences are merely indications of the 
state of nutrition of the ova and of no significance in sex-determina- 
tion. 

The theoretical basis of synergistic obstetric narcosis and_ its 
importance. Vogt considers the theoretic basis and deals with the 
results of Gwathmey’s method. He _ gives’ contraindications 
diabetes, eclampsia without spasms, grave eclampsia, jaundice in 
pregnancy and diseases of bronchi and lungs, liver, kidneys and 
colon. The results are good but demand continuous medical super- 
vision and cannot be temporarily left to the midwife It is therefore 
unsuitable for general practice. 


The treatment of ovarian hemorrhage by ovarian transplantation. 


Sippell obtained successful resufts on twenty girls suffering from 
profuse menorrhagia and wmetrorrhagia by transplantation of 
portions of human ovaries. Ovarian cysts found in some of the 
cases were enucleated. As the result of the treatment normal 
menstruation returned and the endometrium resumed its normal 
aspect and contained glycogen. 


Virulence of streptococci and the treatment of abortions. Kijstner 
emphasizes the theoretical importance of his method of increasing 
the virulence of streptococci in vitro. This is also a possibility in 
vivo especially in the retained fragments of placenta which are not 
in continuous contact with blood. He classifies streptococci into 
three groups: (1) highly virulent, which grow in any blood, (2) 
virulent which grow in foreign blood, but not in the blood of the 
patient from whom they were obtained, and (3) avirulent which do 
not grow in any blood. Except in the case of general infection 
retained fragments of placenta should be cautiously removed on 
account of the possibility of an increase in virulence. 


Cutural virulence tests of cervical and vaginal germs and _ their 
importance in post-operative morbidity and mortality. Pibram employed 
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Philipp’s virulence test with the cervical and vaginal germs in 105 
obstetrical and gynecological interventions. All the cases with highly 
virulent streptococci had uninterrupted recoveries, whilst some of 
those with a virulent germs developed post-operative complications. 
Hence he concludes that prognosis cannot be determined by a single 
laboratory method. 


The virulence test in gynaecology and obstetrics. Fuss employ- 
ed Ruge and Philipp’s virulence test in 516 cases and found that a 
positive test indicates a great probability of grave infection, and, 
except when the infection is due to anaerobes, a negative test 
usually excludes this condition. Hence he is favourably impressed 
with the prognostic value of the test. : 


Estimation of virulence of bacteria in puerperal diseases. Bublit- 


schenko considers that the Ruge-Philipp virulence test is of value 
in diagnosis and prognosis only when considered along with other 
data, amongst which he considers phagocytosis in the lochia. of 
considerable importance. 


The formation of lactic acid. Polonsky finds that the formation 
of lactic acid in the vagina is due to the action of the ferment 
diastase on the glycogen in the vaginal mucosa producing glucose 
which is then split by the action of acidophile bacteria with the 
formation of lactic acid. 


Colostrum secretion and gynzological diseases. According to 
Ballin the secretion of colostrum cannot be taken as a sign of preg- 
nancy up to the fifth month. Colostrum may be present for years 
in women who have been pregnant, especially if they have nursed 
for a prolonged period. Ovarian conditions, especially cancer, -as 
well as the menopause, may also cause secretion of colostrum. 


Local autohemotherapy of mastisis, Rubeska injects 40 to 60 
c.c. of the patients own blood into the thigh in the early stages of 


mastitis and repeats the injection on the following day if the temper- 
ature has not fallen to normal. 


Epinephrine and pregnancy. Varo confirmed Borchardt’s obser- 
vation that in normal individuals the injection of epinephrine 
causes an increase in the agglutination titre of the serum against 
typhoid bacilli and found that in pregnant women and in non- 
pregnant vagotonic women such increase did not occur. 


Researches on cancer statistics during war-time. Analysing the 
cancer statistics in Bumm’s clinic from 1912 to 1923, comprising 
200 cases of gynzecological cancer, Kauffmann found after the war 
there was a change in the age of the maximum incidence, cancer 
tending to affect younger women. He considers that this shows that 
external conditions exert some influence on the pathogenesis- of 
canicer. 


Age and maturity of uterine cancer. Ballin found glandular 
cancer to be most frequent at the higher ages, that among the solid 
cancers the unripe ones are most frequent, and that definite relation- 
ship between age and maturity of the cancer cannot. be established. 
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case of hyperthyroidism cured by castration. Ina case of 


exophthalmic goitre the symptons of hyperthroidism disappeared 
after removal of the uterus together with the ovaries for fibroids. 


Gonorrheal ophthalmia after Cesarean section. Gonococcal 


conjunctivitis developed on the second day in an infant delivered 


by Ceesarean Section, ascribed by Neumann to early rupture of the 
membranes. 


Intestinal injury from aortic compression. records a 
case in which severe intestinal injury was caused by the application 
of the Haselhort compressorium to the aorta for fifteen minutes. 


F.E.T. 


Miinchener Medizinische Wochenschrift. 
Vol. 73, No. 1, January 1, 1926. 


*The diagnostic value of the reaction of the vaginal secretion 
in cervical gonorrhea. K. Volkmann. 


Vol. 73, No. 2, January 8, 1926. 
Experimental studies in the biology of surviving tissues, — 
of carcinoma tissue. N. C. Louros. 


Vol. 73, No. 4, January 22, 1926. 
Technique of ovarian transplantation. P. Rippel. 


Vol. 73, No. 5, January 29, 1926. 
“Treatment of climacteric disorders. Zoeklar. 
Vol. 73, No. 6, February 5, 1926. 
Photo-chemical. serum reaction of Lange & Heuer in gynecology. 
‘H. Bultemann. 
*The occurance of gonococci in the lochia during the puerperium. 
As Kaplan. 
The genesis of foetal inclusion. Budde. 


Vol. 73, No. 8. February 12, 1926. 
*Treatment of uterine and vaginal carcinoma. Phillipp & Garnick. 
*Prophylaxis of eclampsia. J. Wieloch. rau 
*Indications for the use of Bumm’s Balloon Dilators. Sztehlo. 
_Uterine tampons. Wiemer. ; 


Vol. 73, No. 8. ; 
*Clinical experiences with Ovowop. (Ovarnon). H. Flechtner. 
*Luminal secreted in the milk. Frensdorf. 


Vol. 73, No. 12. March 12, 1926. 
*The tesponsibility of the treatment of abortion. H. Sellheim. 


Vol. 73, No. 12, March 19, 1926. 
Artificial abortion. A. Doderlein. 
Vol..73, No. 23, March 27, 1926. 
*A contribution to the question of rupture of the gravid uterus as 
a late complication of Cesarian section. H. Strache. 
Vol. 73, No. 14, April 2, 1926. 
“Phe fibaibehasbiiby for the treatment of abortion. H. Sellheim. 


Vol. 73, No,16, April 16, 1926. 


Z 


516 Journal of Obstetrics and Gynecology 


Principles of forceps operation with special reference to the Kielland 
forceps, and its importance in general practice. E. Frey. 

Is Janin’s test a trustworthy accessory means of diagnosis in cervi- 
cal gonococcal infections? Q. Pflanz. 


Vol. 73, No. 19, May 7, 1926. 
*The Wassermann and ‘Flocculation Reactions in the milk of luetic 
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*The treatment of puerperal fever by Heyda’s Electrocargol. 
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*The diagnosis of ectopic gestation. B. Koerner. 
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*Physiotherapy in the treatment of inflammatory conditions of uterus 
and adnexa. A. Steiger. 
The diagnostic value of the reaction of the vaginal secretion in 
cervical gonorrhea. © Volkmann was strongly against placing much 
reliance on Dannin’s test for gonococcus, a change in the normal 
reaction of the vaginal secretion and in allowing it to replace 
careful bacterial examination. After examining a series of gonococ- 
cal and non-gonococcal cases with the utmost care, he concluded that 
the test is unreliable. ~ 


The technique of ovarian transplantation. Rippel lays stress on 
the advantages of the extra peritoneal method of auto-transplanta- 
tion of the ovaries in cases of bilateral chronic inflammation of the 
adnexa in sexually mature women. The intra-peritoneal method 
leads to adhesions with a constant pull on the peritoneum and 
constant pain. It also leads to underdevelopment of the ovaries with 
persistence of the ovarian follicule and, in many cases, to cystic 
degeneration necessitating further operation, which is rendered 
difficult by adhesions to uterus, bowel and abdominal wall, and so 
to severe hemorrhage. 

The extra-peritoneal method is better in every way and tends 
to rapid healing of the wound without complications. In cases 
in which the ovaries were capable of functioning the results were all 
good, menstruation being restored in 6-10 weeks. 


Treatment of climactic disorders. Zoekler treated 14 cases by 
Heddans and Werner’s new preparation ‘‘Klimakton.”” The 
tablets each contain 0.45 gr. of ovarian extract, 0.09 gr. thyroid, 
2% gr. bromural, 2% gr. calcium diuretin; two tablets being given 
thrice daily after meals with water. His cases showed the following: 
symptoms :—(1) the usual vaso-motor phenomena, heats, flushing; 
congestion of head, palpitations; (2) disturbances of nervous system, 
tremor, giddiness, sweating, salivation; (3) disturbances of diges- 
tive system, constipation, dyspepsia; (4) rheumatic phenomena- 
myalgia, lumbago etc., and lastly physic phenomena, insomnia 
anxiety-neurosis, exhaustion. Zoekler attaches little importance to 
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blood pressure variations during the climacteric,, and recent research 
by Meier and Schlesinger support his view. All these symptoms 
disappeared after taking Klimakton. The writer concludes that 
this skilful combination of drugs represents the best means up to 
date of combating not only the physical disturbances of the 
climacteric but also the more serious psychic and mental troubles 
of this condition. 


Photo-chemical serum reaction in gynecology. Byltemann employed 
Lange and Heuer’s photo-chemical serum reaction and found :— 

(1) That all cases of carcinoma give a more or less strong positive 
reaction. 

(2) Two operable carcinomas of a more local character showed 
very weakly positive and progressive carcinomas a strongly 
positive reaction. 

(3) The reaction is not a trustworthy guide for the diagnosis of 
recurrences as the reaction remains positive for some time 
after removal of the tumour. 

(4) It is of use in the differential diagnosis of erosio glan- 
dularis and endometritis and also in deciding whether a 
particular case is operable or non-operable. 

(5) Pregnant women give a negative reaction; in febrile 
and septic cases during lactation, however, the reactions are 
always positive. 


On the occurence of gonococci in the lochiqa during the puer- 


perium. The views as to the frequency of the occurrence of gonorrhceal 
infection in women generally and in pregnancy in particular are 
very divergent. Prompted by this controversy, Kaplan examined 
the lochia of 600 women in the lying-in wards of the Obstetric 
Institute at Moscow, in 1923-24. He goes into detail as to the 
best method to obtain pure secretion from urethra and cervix for 
hlms. 

Over one third of the women complained of discharge and pain- 
ful micturition. Three were found to have gonorrhceal endometritis. 
‘His results can be briefly summed up as follows :— 

(1) The gonococcus was found in the lochia of 3.6% of all 
cases. 

(2) A pure gonorrhoea is an: exceedingly rare infection: mixed 
infections are the rule. 

(3) Micro organisms are found in the uterine cavity as early as 
the second day after birth. This does not affect the course 
of the normal puerperium. 


Treatment of uterine and vaginal cancer. Jn a five years review (1164 cases) of 
cancer of the neck and body of the uterus and the vagina seen at the 
Berlin University Frauenklinik, Philipp and Garnick found that 234 
(21-5%) were well and free from recurrence five years later. While 
not denying the beneficient effect of radium, especially in cases with 
cachexia, they believe that in operable cases either of cervix or 
body, surgery is more effective than radium, as with the latter 
complete destruction of the neoplasm is never certain. In all in- 
operable cases however the results of radium therapy have surpassed 
all other modes of treatment.. In the treatment of uterine and 
vaginal carcinoma, they make a strong plea for radium alone, rather 
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than combined therapy by radium and X-rays as radium can be 
applied with more intimate contact and therefore greater intensity 
to local foci. They now only use the combined therapy in cases 
where it is impossible to get at the local lesion with radium. 

They employ radium in little platinum cylinders easily passed 
into the body and cervix and filter with 0.8 mm. gold in the uterus and 
2 mm. in the vagina. In cancer of cervix and portio they use 
100-140 mg. radium for 24-30 hours passing 25 mg. into the uterus the 
remainder fixed in front of the portio. If there is no fever or other 
complication, this dose, or a slightly weaker one, is repeated every 24 
hours for 6-10 days. Very occsionally a third and much less 
powerful dose is necessary. By careful use of this technique it 
is found that cancerous tissues melt away and that damage and 
necrosis of the neighbouring tissues can be avoided. They have had 
very few accidents. Intestinal tenesmus and fistula formation during 
vaginal treatment can be avoided by strictly controlling the dose of 
radium. A few cases of rectitis and cystitis occurred, but cleared 
up quickly. 

Fever is always an important complication. Slight rises of 
temperature are inevitable owing to protein destruction. High 
degrees and rigors are due to infection which may be localized in 
pelvic parametritis or inflammation of adnexas or a general septi- 
cemia may _ result. In one case they found that the 
micro-organism, a virulent hemolytic streptococcus, had found its 
way into the blood stream via the lymphatic channels of the sacro- 
uterine ligament and had filled the ductus thoracicus. They lay 
great stress on the importance of a careful bacteriological examina- 
tion of the carcinoma secretion before each radiation. If virulent 
germs are present they cannot be removed by disinfectoin. The 
best way to prevent any spread of infection is to avoid all 
lesion of the tissues by trial excisions, dilations etc., or even by 
inserting an inter-uterine tube of radium first time. By beginning 
very gently the infection is reduced after which further treatment 
may be more drastic. During the five years, 1913 to I919, 201 
women were treated by the radical operation of Wertheim. The mor- 
tality was 30, (14-92%) 82 cases (40-79%) were free from recurrence 
and well five years later. Of these, five had radium first, then extirpa- 
tion, and most of them had prophylactic radiation by X-rays of 
lymphatic tracts likely to convey cancer cells. 


Prophylactic treatment of eclampsia, Referring to the progress 
made in the prophylactic treatment of eclampsia by Zangemeister’s 
method, Wieloch describes a series of cases of eclampsia 
with cerebral symptons and high blood prrssure. In all 
these the fits and symptoms could have been prevented 
by the timely use of this treatment which apparently never fails. 
Zangemeister’s theory is that hydrops (the cause of which is prob- 
ably an insufficiency of the arterioles) invariably leads to eclampsia. 
The hydrops begins generally with a slight general cedema and then 
attacks the kidney leading to nephropathy and ¢ffectually prevent- 
ing drainage. This greatly increases the hydrops and at this stage 
the fits may begin. The raised blood pressure is merely the 
expression of the passage of hydrops to the central nervous system 
and the onset of severe cerebral symptoms marks this. The early 
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diagnosis of these important pre-eclamptic conditions is of the 
utmost importance for the treatment is easy in pregnancy; but it 
is quite the reverse during childbirth when cerebral symptoms are 
apt to develop quickly. : 

The treatment in slight cases with a small increase of weight 
and slight cedema, consists of light work (muscle work with normal 
fluid intake leads to a decrease of o-5% of the protein contents 
of blood serum). At this stage no particular diet is prescribed, but 
heavy housework is forbidden. Out-patients who are under constant 
observation get colloidal substances, such as gelatine, intra- 
venously and if the blood pressure and weight go up, 20 ccm. of 
Ringer-gum solution. If hydrops still increases, rest in bed is 
found to be the best way of treating the overworked capillaries. 
Fluids are reduced and salt free food is given and colloidal gelatine 
in the form of jellies and puddings is given by the mouth to hasten 
dehydration. This treatment results in rapid weight reduction and 
a fall of blood pressure. 

Sweating is no longer resorted to as it is not free from danger 
and acts less_ efficiently. With diuretics and _ thyroid 
they have never seen good results. If signs of renal insuf- 
ficiency occur or if the blood pressure does not yield to the above 
treatment lumbar puncture is resorted to. Bleeding is reserved for 
such cases as show alarming symptoms post partum if much blood 
has not been lost. 

As to hydrops occurring at birth blood pressure of over 135 
is regarded as an indication for interference, provided term is 
reached and narcotics are given‘to keep off the pains till the hydrops 
is controlled. If, however, symptoms of raised cerebral pressure 
come on, Cesarean section is the best treatment. 


Some clinical experiences with ovowop (ovarnon) a wew ovarian 


preparation. Flechtner urges the necessity for further research as to 
the biological activity of many of the ductless gland preparations 
on the market. Zendeck showed that most of thes2, especially 
ovarian preparations, are biologically inert as regards the ovarian 
hormone, or els2 giv2n in far too small doses to have any 
physiological effect. Using a special technique Zondek and 
Bernhard have made an ovarian extract which is capable of increas- 
ing the oxygen consumption of a castrated woman by 18-50%. This 
ovarian extract is termed ovowop. 

Hannes reported good results from the use of this prepara- 
tion in amenorrhoea. Flochtner tried the preparation on girls of 17-21 
who had never menstruated. They all showed slight hypoplasia of 
the uteriis and began to menstruate in two to six months, whilst 
their symptoms—exhaustion, headache, leucorrhea—disanpeared. 
Equally good results were obtained in women undergoing the 
climacteric whether natural or artificial. 

Little if any result was obtained in patients with marked 
infantilism or pronounced hypoplasia with amenorrhcea and 
oligomenorrheea, nor did it act with patients over 35 with outstanding 
amenorrhcea with degeneration and fibrosis of the internal genital 
organs. 


Secretion of Luminal into the milk. Czerny-Keller has shown 
that the following. drugs are secreted in the milk; iodine, salicylic 
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acid, ether, mercury, antipyrin, aspirin, arsenic, bromide, morphia, 
urotropin, acetanilide and scopolamine. Animal experiments show 
that atropine and quinine are also secreted but there is no proof 
of this with human beings. Arsenic passes into the milk after 
salvarsan injections. Frensdorf gives four cases from which it 
would appear that Luminal is secreted in the milk and that it is 
not -without danger to the child. In all these cases it is clear that 
the Luminal given to the mothers for epilepsy passed to the child 
with the milk and had a cumulative effect leading in one case to 
two days sleep from which the child was aroused with the 
greatest difficulty. 


A contribution to the question of rupture of the gravid uterus as a complication 


of Cesarean Section. Strache records a case on whom Ceesarian 
section had been performed a year previously when the patient, a 
primigravida of 22 with a flat pelvis was brought to the obstetrical 
division of the Brunswick hospital with a temperature of 100.2, 
which had been over 1o1. She had been examined three times per 
vaginam, twice by the doctor, once by the midwife, Caesarean sec- 
tion with cervicol-corporeal incision, resulted in the delivery of a 
healthy child. During the puerperium the patient’s temperature 
ranged from 102.2 to 103.4 for twenty days. The infection was con- 
sidered to be due to vaginal examination. One year and eight 
months later a second’ section performed a _ week before 
term. The patient was suffering fron acute pains in the umbilical re- 
gion. On this occasion there had been no vaginal examination 
and the temperature was normal. The omentum was adherent to 
the fundus. There was much blood clot, but no fresh blood present, 
and the anterior wall of the uterus was found to be ruptured in the 
extension of the old scar. On rupture of the amniotic sac there 
was much hemorrhage. She was delivered of a strong child. and 
the puerperium was uneventful except for an attack of pleurisy of 
the right midlobe. 

In a survey of 20 Cesarean sections extending over a period of 
three years in which four patients were operated on twice, the 
author arrives at the following conclusions, (1) scars of the. body 
of the uterus are more prone to rupture than cervical scars; (2) rup- 
ture of the uterus as a late result of Caesarian section is not due to 
faulty technique, but to infection in the region. of the wound. He 
stresses the dangers of repeated vaginal examination and urges the 
substitution of rectal examination in difficult cases. 


The responsibility for the treatment of abortion. [y yiew of the fact that 


the treatment of abortion has undergone a radical change during the 
last few years, Sellheim urges a complete and thorough revision of 
the whole subject, especially as regards the teaching of this impor- 
tant subject in the medical schools. This change he attributes to 
thre: factors, namely: (1) the great increase of abortion: formerly 
abortion was comparatively rare, that is to say about one case of 
abortion to ten normal labours; now the statistics of Bumm show 
that its proportion is one to two, and this does not include the 
large number of abortions that escape control; (2) a change in the 
character of the abortions, Bumm states that ninely per cent. of 
aborting women now admit artificial interference with pregnancy, 
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and, (3) a change in the personal attitude of the general practi- 
tioner to the question of abortion, nowadays almost all general 
practitioners are obstetricians. The habit acquired in the war of 
handling serious operation cases under the most unsatisfactory con- 
‘ditions, with comparatively slight skill and less practice, has crept 
into obstetrics and gynecology and the self confidence of the general 
practitioner has gone up 100 per cent. The result is a large increase 
in obstetrical and gynecological operations without much material 
increase in the necessary technique and skill. This is largely due 
to the fact that abortion is not regarded either in private or in 
hospital practice as an important matter. Doctors who would not 
perform a Caesarean section or undertake operative interference with 
labour at term, rush in to the treatment of abortion, whereas the ex- 
perienced gynzecologist would sooner undertake a difficult laparotomy 
than a complicated evacuation of the uterus. With this increase in 
the number of cases thus treated there is a corresponding increase 
in the danger of injury to other organs.. This danger is further 
increased by the changed attitude of mind in which the practitioner 
approaches abortion. A few years ago he was content to let nature 
undertake her own cure, hemorrhages and pains were regarded as 
natural complications, he feared no risk of sepsis or rise of tempera- 
ture as long as he kept his hands off, so he waited patiently and 
was rewarded by a spontaneous abortion without severe loss of blood, 
without infection or injury, his best weapon was a firm tamponade 
of the uterine cavity, the cervix and the vagina, he fought shy of 
forceps and curette and thus avoided injury to the genito-urinary 
tract. Nowadays all is changed and neither doctor nor patient are 
content to wait for nature, and there is a strong tendency towards 
more active therapy, the technique of gynzecological operations has 
tried to keep up with the great strides that surgery has made of 
‘late years, to dilate the neck of the uterus and remove the ovum is 
but the work of a few moments, and instead of waiting for nature 


the uterus is compelled to yield up its contents in the shortest possi- 
ble time. 


From that point it is but a step to a laparotomy with tubal ster- 
lization. But the artificial evacuation of the uterus is not a simple 
affair it is only safe in skilled hands and when all the rules are obeyed 
strictly, there is a very vital difference between such an operation in 
the clinic and in private prractice. To get good results by the opera- 
tive treatment of abortion, not only should technique be above 
‘reproach, but every possible help should be obtainable in the way 
of first class instruments, good light, skilled assistance, and careful 
narcosis. These things are a difficulty in general practice where 
abortion is still regarded too lightly, as a thing to be tackled by 
anyone with a medical qualification, however slight his skill and 
meagre his experienc2. One of the commonest errors in such opera- 
tions is to start evacuation before there is sufficient dilatation. This 
is as bad technique as trying to force a tumour out of too small 
an incision and evacuation should never be attempted until the ent- 
rance to the uterine cavity has been brought into the right relation 
to the mass to be evacuated, dilation should b> continued until a fin- 
ger, or better two, can be inserted. Curettage of an enlarged uterus 
with a narrow neck is not always the wisest mode of procedure 
Still less desirable is the forcible introduction of forceps and currett- 
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age of the gravid uterus too often leads to severe hzemorrhage, ‘rises of 
temperature and sepsis, while in using forceps the operation is out 
of control of the finger and there is a risk of damaging the wall of 
uterus. 

Success depends on strictly carrying out the ordinary rules and on 
maintaining finger control during the whole operation. First rupture 
of membranes, then removal of ovum, and lastly placenta. Opinions 
differ widely on the question of manual removal of the placenta in 
ordinary cases, but as a rule it is wiser to thus remove it in abortion 
cases. Unfortunately however, want of skill and a good technique 
seems common among practitioners and the literature shows that 
' regrettable accidents occur even with skilled gynecologists, that 
these accidents occur is a reproach to our obstetrical and gynecologi- 
cal teaching. It cannot be said that this instruction has kept pace 
with the teaching of surgery, or with the ‘increased demands of the 
times. Palpation sense must not only be acquired by the finger 
but it must be transmitted to our instrument, be that sound, cur- 
ette or forceps, and it is an art that is extremely difficult to acquire. 
The author gives examples showing how difficult this is. One was 
the case of a woman brought to his clinic for laparotomy after the 
uterus had been evacuated by the practitioner who had diagnosed 
a perforation. Criminal abortion was suspected. The head was 
torn off, embedded in and extracted from the uterine wall in frag- 
ments. The feculent odour had led the doctor to think that the bow- 
el had been damaged. Palpaion with finger however revealed an en- 
larged uterus from whence issued a feculent offensive discharge. On 
the posterior wall, six ems above the internal os was an opening 2-3 
ems in diameter, but the walls were smooth and resistant. A diver- 
‘ticulum was present and not a perforation. Theoffensive odour was 
from decomposition, due to B. coli infection in the uterine cavity. 
‘The woman was extremely ill with a high temperature. As 
it was not a perforation, expectant treatment was decided on, and 
an uneventful recovery was the result. Examination by sound only 
would have been misleading, and would have led to the diagnosis 
of perforation. 

Another woman suffering from hemorrhage during the climac. 
teric was curetted after dilatation. This was done first with the 
large then with the small curette and all the sides and corners were 
carefully gone over four times as there was a suspicion of new 
growth. At the end of the fourth time a small polypoid growth 
was found. Microscopic examination showed carcinoma. ‘The uterus 
was removed per vaginam on account of the patient’s age and poor 
condition. In spite of the careful curettage, a small carcinoma was 
found on the posterior wall quite accesible to the curette. It was 
the size of a small cherry, and had an ulcerated surface. 

The author describes his method of evacuating the uterus, with 
finger control which precedes, accompanies and follows the introduc- 
tion of instruments from the operation point of view. He divides 
the aborting uterus into two zones, one of safety, the other of danger. 
The line of demarcation is just out of reach of the controlling finger. 
By working entirely within this safety zone the uterus can be safely 
evacuated. It is unnecessary to go higher as from here the whole 
contents of uterus can be mobilized by the finger and drawn down 
by the forceps under the guidance of the index finger and brought 
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under eye control, after which it is easily removed. As a routine 
measure the uterus is prepared by a sufficient dose of pituitrin or 
gynergen which renders its walls harder and firmer. ‘To avoid 
dangers in the intrauterine use of instruments, he lays stress on three 
points. Firstly, he cautions operators against overestimating the 
value of indirect palpation by instruments. Direct palpation by 
finger should always precede and follow their use. Secondly, the 
uterine wall should be made to contract early, because in a smaller 
cavity with firm walls both direct and indirect palpation are easier. 
Thirdly, both forms of palpation must be controlled finally by the 
sense of sight. 

Sellheim also gives details of his method of teaching the treat- 
ment of abortion in which a great point is made of practice on 
phantoms and dummies. He divides the cases into two groups, 
(1) Early; these are treated by dilatation and curettage, using a 
leather uterus that can be buttoned into the phantom, and the tech- 
nique can be made more dffficult by introducing rubber rings, and 
(2) advanced; these are cases from the end of the third month. Every 
detail is carefully practised. If extraction be difficult, students are 
taught how to make the mass smaller by squashing, lastly the pla- 
centa is detached manually and students are made perfect in the use 
of forceps. Lastly comes palpation by finger. He has several types 
of phantoms one with aborting uterus with a perforation on the 
posterior wall. He states that students are immensely interested in 
these practical classes which give skill and confidence and strongly 
urges other teachers to develop further teaching on these lines. 

The Wassermann and flocculation reactions in the milk of luetic women. [yn 


a series of 45 cases recently published by Schwarz & Schubert, 17 
had both serum and milk negative, 18 had serum and milk positive 
three (recently infected) had serum positive and milk negative, and 
three (treated cases) had serum negative and milk positive. Thom- 
sen found in 70 cases that the reactions were only positive during 
the first few days of nursing, and that it then became negative, and 
only remained positive if the mothers could not nurse. Won 
Scheer working with filtered milk and the Sachs-Georgi reaction 
got a positive reaction during the first six days. 

Hackemann urdertook a further investigation in the Elberfeld 
Frauen-klinik. ‘The greatest difficulty to be overcome was the tur- 
bidity of the milk which was ultimately cleared by shaking with 
ether and centrifugalizing. An easier method is filtration through 
a Berkefeld filter. Examining 30 cases of women able to nurse their 
children, he found 24 positive serum and milk becoming negative 
about 6-7th day, five negative serum and positive milk becoming 
negative about the fourth day four negative serum and milk. 

In non-nursing mothers nine showed p:sitive serum and milk 
becoming negative about the 13th day. He also found that in 
women where the breasts were not well emptied the reaction re- 
mained positive much longer. He was unable to confirm Rusen’s 
statement that in women who had been treated the milk became 
positive before the serum, nor Schwarz’s observation that in a recent 
infection the serum is positive and milk negative. In comparing 
the Wassermann and flocculation reactions he fovnd the results 
varied from day to day in the same patient, but as a rule the positive. 
flocculation reaction became negative before the Wassermann, 
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The Teneador leg support a new aid for the delivery bed. ‘The ‘‘Teneador’’ in 
the Phillipines is an individual who aids parturient women by sup- 
porting them in the most favourable position for delivery. Weigand 
considers that the unprofessional Teneador should be supplanted by 
a novel and simple leg holder which is easily attached in any type 
of bed. He states that with its aid and that of a midwife he has 
carried out the most difficult obsterical manipulations, and even 
operations in private houses with perfect asepsis. The appliance 
is easily folded up and can be carried in the ordinary midwifery 
bag. It consists of two iron attachments which screw on to the 
head and foot of the bed, two comfortable knee caps with straps 
buckle and rings, a neck strap without buckle, and two side sup- 
ports with straps that hook on to the knee caps. The patient lies 
across the bed with knee caps adjusted, and knees and thighs flexed. 
The side supports are then fixed to the iron holders, and the legs 
are abducted and flexed. 

The great advantage of the support is the rapid adjustment of 
the holder which can be put on while the patient is lying length- 
ways. Lying thus, in a case of placenta praevia, the patient can 
be turned into the transverse position and prepared for manual 
detachment of the placenta in four seconds, and thus be spared 
hemorrhage from delay. The necessary width is at once obtainable 
for a pelvic presentation and in any difficult case the patient can be 
turned on her side by merely opening a holder and adjusting one 
strap. 


Noktal a good hypnotic for the puerperium. Noktal is Isopropyl-brom- 
propophenol barbituric acid. It was given to 30 cases, with excellent 
results in 29. The one refractory case was a highly nervous, excita- 
ble patient with insomnia on which veronal drugs of a like kind 
were without effect. He gave it to cases of Ceesarian section, puer- 
peral fever, forceps and other complicated cases, including one 
patient with high blood pressure and renal insufficiency, and one 
with pre-eclampsia. In all these it acted well, and there were 
no toxic phenomena. The dose necessary to produce seven hours 
refreshing sleep was 0.2 gramme. ‘This was the time period between 
the last feed at nine p.m. and the first morning feed at four p.m. In 
all casss the mothers awoke refreshed and ready for nursing without 
drowsiness or heaviness. No effect could be observed on the babies, 
although barbituric acid and its derivatives are drugs that are usually 
secreted in the milk, no trace of Noktal was found in the milk but 
was present in the urine. 


Treatment of puerperal fever. ‘The author recommends the use of elec- 
tro collargol as a reliable non specific remedy, especially Heyden’s 
preparation. It was peculiarly valuable in cases with high tempera- 
ture, excitement and mental change in puerperal psychoses. In 
patients of this category intra-venovs administration is generally un- 
desirable if not impossible, but results were excellent with doses wf 
5 ccm given intra-muscularly the temperature going down gradually 
and the patients becoming calm and tractable. He advises careful 
examination of the cardiac condition previous to the administration 
of Noktal. In doubtful cases precauticns should be taken against 
collapse, 
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The differential diagnosis of ectopic gestation. Author describes in detail two 
cases mistaken for ectopic gestation. The first, a woman of 39 
with a history of nine normal deliveries and three miscarriages was 
five weeks pregnant, and arrived at the hospital in a state of col- 
lapse, after ill treatment by her husband who had savagely kicked 
her on the sacrum. The uterus was enlarged. The diagnosis of 
ectopic gestation had been made outside. On examination the uterus 
was enlarged and a resistant mass was felt on both sides, the precise 
limits of which could not be determined. The pouch of Douglas 
was quite free. A second and severe collapse made the author decide 
on a laparotomy. The left tube was thickened and surrounded by a 
large heematoma. There was a smaller hematoma on the right tube 
but no signs of ectopic gestation. The uterus contained blood and 
decidua, and there was traumatic destruction of tissue. On account 
of the large amount of hemorrhage and on account of the woman s 
age and condition vaginal amputation of the uterus was done, and 
the adnexa removed. She made an excellent recovery. 

The second case was that of a woman of 33, three months preg: 
nant with a history of three normal deliveries and two miscarriages. 
She was sent in by an experienced gynaecologist for hemorrhage 
that had lasted three weeks with a diagnosis of a soft tumour near 
the uterus that was gradually increasing in size. The uterus was 
anteflexed, but normal in size, and the adnexa were free, and a 
resistant mass which could be felt externally as far as umbilicus 
with its lower pole as far as the pouch of Douglas. 

The diagnosis of ectopic gestation was improbabe from the fact 
that the adnexa were palpable. ‘ It was thought to be an ovarian 
gestation, and laparatomy was decided on. The uterus and adnexa 
were found to be free and normal, and the tube unusually long. 
The sigmoid was dilated to an enormous size from the descending 
colon to the second sacrai vertebra and covered with thickened vari- 
cose veins. There was no tumour and no obstruction, but the 
bowel was filled with soft fecal masses. The abdomen was closed. 
The resistance entirely disappeared on emptying the bowel, to re- 
appear in a few days. Rectoscopic and X-ray examination were 
both negative. Later the patient was found to have had two 
profuse hemorrhages from the bowel ten and twelve years before. 
The case was one of congenital varicosity of the sigmoid vessels 
leading to weakened peristalsis. When seen again two months later 
the bowel again presented the appearance of a large tumour. 


Physiotherapy in the treatment of inflammatory conditions of uterus and adnexa. 


Various methods have been tried from time to time both for con- 
sulting room and home use. For the former caustic treatment and 
tamponning have their uses, but often fail. For the latter, douching 
is often advised, but results are poor as patients do it wrongly. To 
be effectual douching must be done lying on the back, and the flow 
of water must be hot and slow, and many patients have neither the 
necessary privacy or the energy to carry out instructions effectually. 
.Treatment by antiseptic powders is equally irksome. Consulting 
room treatment is therefore the best way to treat these conditions, 
and of late years there are several new and practical methods of 
dealing with leucorrhea and more serious condition by physiotherapy. 
The two most useful are diathermy and ultra violet light. 
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(1) Diathermy. Electrical energy comes to the body in the form 
of high frequency currents that are at once transformed to heat. 
The difference between the penetrating heat of diathermy and the 
superficial heat (epithermy) of such measures as radiant heat, fomen- 
tations, baths etc. is enormous. Diathermy heats not only the 
fixed tissues, but also the circulating blood, and what makes it so 
valuable is its great power of penetration to all parts between the 
electrodes. Even with a hot air temperature of 100° the heat of 
the skin never exceeds 37.2°, but in diathermy heat of over 
40° penetrates through the whole radiated area. This is fatal to 
the life of diplococci and gonococci. 

In epithermy, where heat is produced by conduction or convec- 
tion, there is a one sided effect, but in diathermy the electrical 
energy that is transformed to heat flows between the two poles, 
therefore the whole area of diseease is, as it were, seized between 
two forces and held there. 

The vaginal electrodes usually provided by instrument makers 
are not of great value as they are either ovoid or hollow, and are 
opposed by their form to the great principle of making the current 
flow in a parallellogram of forces. A simple sketch shows that 
with these the current flow is more or less through a small cone- 
shaped section of the vaginal tissues, especially if applied by the 
sister or nurse or other lay worker. To set up a parallellogram of 
forces the vagina must be under diathermy treatment as long as possi- 
ble. This can only be done by enlarging the electrode made the shape 
of a glass speculum and sufficiently wide. Then a larger electrode 
is placed upon the sacrum or other part, and the current will flow 
equally and evenly between the poles. 

If this electrode is placed in front all the tissues between the 
anterior wall of the vagina and the abdominal wall, including the 
bladder, are permeated by the heat. If the indifferent electrodes 
are placed on the sides these parts come into the flow of the dia- 
thermy current. In any case the real seat of disease can be got at 
efficiently. 

Diathermy causes a powerful hyperaemia, with increased blood 
supply and lymphatic circulation, and so relieves pain and tension 
and increases resorbtion. 

Ultra Violet Light. 

As regards the second physiotherapeutic modality, ultra violet 
light, we are not yet in a position to dogmatize as regards its mode 
of action. The usual source is a mercury vapour or carbon arc 
lamp. For gynzcological purposes, the most suitable lamp is one 
which will not produce a fierce erythema by the action of the 
shortest and most patent wave lengths. Here we need more pene- 
tration, that is to say, medium and longer wave lengths. For this 
purpose Fandeker’s Ultra Sun, a carbon are lamp with specially 
impregnated carbons, is eminently suitable. By means of this lamp 
the vagina can be radiated for 20 to 20 minutes without danger of 
burns, and by means of a filter-shaped speculum light can be 
directed on to the cervix or any desired part of the mucous membrane. 
The precise action of ultra violet light on the mucous membrane 
is as yet unknown. It is certainly not explained by hyperaemia in 
this case for instead of the expected red flush we find the mucous 
membrane pale and blanched, There are many theories, none of 
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which is quite satisfying. In any case we shall not be wrong in 
supposing that intense radiation of a mucous membrane that has 
never before been exposed to light will have far reaching and 
powerful general and local effect. Nor shall we be surprised to 
note a rise of 20 per cent. in the hemoglobin. Many doctors ascribe 
wonders to Ultra violet light treatment in every possible disease of 
the female genito-urinary tract. But on going over one’s own re- 
sults one finds the usual mixture of successes and failures. It ‘s 
not however too much to say, that in all cases of leucorrhea and dis- 
charge from cervical erosion and in many cases of chronic metritis, 
a certain result is achieved in five to eight irradiations. In inflam- 
matory conditions of the adnexa the result is very much slower 

A combination of both diathermy and ultra violet light has 
shown excellent results by a summation effect of both forms of 
energy. This combined method is done by making the funnel 
shaped speculum for light into a diathermy electrode, by interposing 
insulating material between funnel and reflector, the path of the 
current to the lamp is blocked and it is forced to take the path of 
lesser resistance through the tissues. One cable is attached by a 
clamp to the speculum. This form of treatment should never be 
initiated or arranged by nurses or lay workers. It is essentially a 
matter for the medical man. 

First the vagina is swabbed and disinfected and dried. Then 
the speculum is introduced and the cervix brought into the cone 
of ultra violet light. Then the diathermy lead is fixed by the 
clamp to the speculum and the second electrode placed in a suitable 
position. By correctly placing fhe second electrode the current can 
be made to flow through the whole of the inflamed or diseased tis- 
sues. ‘The size and form of this electrode is also important. After 
ten minutes ultra violet irradiation only, both forms of therapy are 
combined for 20 minutes. 

The first treatment produces a warming and softening of the 
tissues which prepares the way for the entry of the current. After 

_three such irradiations, pauses of 1-3 days are made. 

The best results are obtained in the treatment of sacral pain, 
either per se or as part of some pelvic inflammation. ‘This sacral 
pain represents a cross in the lives of countless women. ‘The cause 
is often obscure. Theories regarding it are innumerable. The most 
probable cause is some inflammatory condition with infiltration and 
exudate leading to neuralgia of the greater or smaller pelvic nerve 
plexuses. In these cases diathermy is indicated for it represents 
our most certain method of relieving pain. The results of using 
it for this condition are good. Sterility and infantile uterus can also 
be thus treated with good results. 

JUSTINA WILSON. 


Acta Gynecologica Scandinavica. | 


Vol. IV. Fasc. 3.4. 
On the weight of the human placenta relative to that of the foetus 
under various circumstances. H. Westermark. 
*On intestinal obstruction after Czesarian section. P. Haggstrom_ 
*Treatment of true ,idiopathic of salpingo-odphoritis. F. Holtz. 
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Transactions of the Gynzecological and Obstetrical Society of Copen- 
hagen. 

*On the problem of age and primiparity. Lundh Gésta. 

Vol. V Fasc. 1. 

Two cases of cloacal formation with congenital hydrometra and 
hydrocolpos. O. Nordenfelt. 

*Contribution to the question of the treatment of genital tubercu- 
losis in the female. J. Olow. 

*Investigation of labour with breech presentation. H. Friis-Rasmus- 
sen. 


*On the treatment of postoperative retention of urine. S. Hjelt. 


On intestinal obstruction after Caesarean section. In addition to an 


account of five cases of his own, the author has collected 30 similar 
cases from the literature. He estimates that obstruction occurs 
in r per cent. of cases or somewhat more. The common- 
est cause is the formation of adhesions between the uterus and other 
organs. 

In distinguishing from peritonitis, auscultation of the abdomen, 
leucocyte count and X-ray examination are recommended. 

To prevent as far as possible the formation of adhesions, the 
author emphasizes the importance of good technique, strict asepsis 
and efficient control of bleeding. A low incision is stated to be 
preferable to the usual fundal incision. 

If energetic high lavage fails, relaparotomy must be done in 
order to find and remove the cause of the obstruction. In excep- 
tional cases, enterostomy may be the only possible treatment. 

The mortality is 30-50 per cent., but this can probably be re- 
duced by earlier operation. 


Treatment of true idiopathic melena neonatorum. From a study of 200 cases 
collected from the two Maternity Hospitals of Stockholm, it is found 
that the mortality is about 50 per cent. with symptomatic 
treatment; it is 30 per cent. with injection of gelatin, 20 per cent. 
with injections of maternal blood, and 15 per cent. with a combina- 
tion of injections of blood and injections of gelatine. 

The author recommends, in this affection, an immediate injec- 
tion of 15 to 20 cc’s of maternal blood; if the bleeding persists, 
another injection of blood or injections of gelatin. Warmth and 
fluids are important. 


The results of the treatment of salpingo-odphoritis. This is a study of 


1,597 cases treated in the Sabbatsberg Hospital at Stockholm during 
the five years 1919-1923. Conservative treatment was employed in 
1,083, and the remainder were submitted to operation. The imme- 
diate mortality was two. 

In the great majority of cases the treatment should be expectant 
and conservative, but when this fails or in case of special indications, 
operation is needed. 

The indications for operation are :— 

A.—In the febrile’ stage : 

(1) When the clinical picture shows a ee infection with a 
localized abscess which can be drained by laparotomy or per vagi- 
nam; a general peritonitis; or a septic inflammation of the appendages 
which does not yield to other treatment. 
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(2) When the diagnosis is uncertain, and especially when ap- 
pendicitis is suspected. 

(3) In case of chronic infections, when general weakness threat- 
ens the life of the patient. 

B.—In the afebrile stage : 

(1) Chronic pain. 

(2) In case of recurrence, unless the symptons rapidly subside. 

(3) When the diagnosis is uncertain, and if there is suspicion of 
tuberculosis, ectopic pregnancy or malignant tumour. 

In the course of the operation, one should act as conservatively 
as possible, in preserving some ovarian tissue. 


On the problem of age and primiparity The results of the analysis 
of 7,000 first labours are summarized as follows :— 

(1) Late onset of menstruation is correlated with late commence- 
ment of childbearing. 

(2) During pregnancy it is only the toxeemias which show a 
moderate increase in the oldest classes, and possibly a slight increase 
in the youngest. 

(3) The tendency to premature labour is greatest in the youngest 
primigravidae. 

(4) There is a definite optimum for the duration of labour 
around the 22nd year, with a range of 2 or 3 years on either side. 
In older patients, and in the very young labour is prolonged. 

(5) The causes of this proven prolongation with age are con- 
sidered to be the more frequent occurrence of complications, such as 
contracted pelvis, malpresentation, premature rupture of mem- 
branes, etc.; inadequate pains and rigidity of the soft parts. 

(6) Among other complications of lobour, it is chiefly eclampsia 
that shows a definite increase in the elderly classes, and to some 
extent also in the youngest classes. 

(7) There is a prolongation of the third stage of labour in the 
elderly. The youngest mothers also show a slight prolongation of 
this stage. 

(8) Age does not seem to exercise any influence whatever upon 
the weight, length and head dimensions of the children; nor does 
it appear to influence the sex. The frequency of twins rises with 
maternal age. 

(9) Infantile morbidity and mortality both show a heavy in- 
crease with rising maternal age. 

(10) The maternal morbidity in the puerperium shows no defin- 
ite influence from age. As regards the mortality a certain influence 
from age cannot be excluded, especially in respect of deaths from 
eclampsia. 

(11) The increase in the risk is still greater in women who have 
been married rather long becoming pregnant. 


Contribution to the question of the treatment of genital tuberculosis 


in the female. ‘T‘hese cases may be associated with very severe symp- 
toms, or the subjective symptoms may be nil, or almost nil. The 
prognosis greatly depends on the form of the disease, whether in- 
flammatory and exudative or ulcerative and adhesive. The only 
treatment from which there is any likelihood of a favourable and 
lasting effect is by a radical operation. 
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Curettage of the uterus should be rejected from the point of 
view of diagnosis as well as of treatment. Should scraping have 
have been done by mistake, the microscopial diagnosis of ‘‘tubex- 
culous endometritis’’ should be an absolute indication for a radical 
operation, even if tuberculosis of the adnexa cannot be clinically 
demonstrated. 

The author reports a case in which tuberculous salpingitis 
existed in conjunction with carcinoma of the tube, and he admits 
that this has influenced him in favour of operative treatment. 


Investigation of labor with breech presentation. Jn primigravide it is 


advised to do episiotomy. The wound heals more favourably than 
does a spontaneous laceration (which occurs in 73 per cent. of these 
cases) and the risk of still-birth is diminished. Episiotomy is un- 
necessary in multiparae. 


On the treatment of postoperative retention of urine. ‘The experience of 


125 cases in Helsingfors has led to the following conclusions :— 

(1) Intravenous injections of 40 per cent. solution of urotropine 
are fairly useful, even if not absolutely reliable measures. 

(2) One should always be prepared for the possibility of com- 
plications (tenesmus in 4 per cent. and heematuria in 2.8 per cent). 

(3) Owing to these untoward effects urotropine injections should 
be restricted to cases in which retention of urine is specially antici- 
pated. In such cases cyclotropine is to be preferred. 

(4) The injections should not be given as a routine after every 
operation, since many patients are quite able to empty their bladders. 

(5) The quantity of the injection should not exceed three c.c. 

A. GouGH. 


Abbejder fra Fodeafdeling A og Gynzkologisk Afdeling 
Rigshospitalet. 
Vol. iii. 1926. 

Christian Johann Berger. S. A. Gammeltoft. 

Congenital curvature of the long bones. F. Bang. 

*Generalised dropsy of the foetus. F. Bang. 

The Wassermann reaction in pregnancy Use of retroplacental 
blood. H. Boas and S. A. Gammeltoft. 

The Wassermann reaction in pregnancy. Is blood from the par- 
turient woman suitable? H. Boas, S. A. Gammeltoft and K. 
Sieck. 

Cerebral hemorrhage in eclampsia. S$. A. Gammeltoft. 

Treatment of incontinence of urine with the Gcebell-Stceckel opera- 
tion. S. A. Gammeltoft. 

*Perineal ruptures and a method for their prevention. F. G. Jensen. 

*Heematological studies in pregnancy. P. Kiihnel. 


Generalised dropsy of the fetus. Bang records a case of gener- 
alised cedema in a child which only survived its birth by a few 
minutes. An erythroblastosis was present, especially in the kidneys 
but without any alteration in the histological blood picture. Other 
pathological conditions in other organs were found particularly hepatic 
cirrhosis. These findings suggest some form of intoxication as the 
cause of this condition. 
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Perineal ruptures and a method for their prevention. Jensen 


gives a historical review of the various methods of preventing peri- 
neal tears in normal deliveries and describes a new method which 
aims at preserving, and if necessary increasing, flexion of the head 
during its passage through the vulva. This method does not prolong 
the time for the birth of the head, is easy to carry out, is clean, 
and is not fatiguing to the attendant. Perineal tears have been re- 
duced from 40% to 20% in primigravidae and from 20% to 12 
per cent. in multipare. The tears are smaller in length and depth; 
there are no tears of the clitoris, and few fractures of the clavicle. 
The number of cephalhzeematomata is unchanged. . 

In 70% of perineal tears there was secondary weakness of labour 
and in an equal number cedema of the vulva and perineum. The 
cedema reduces the resistance of the perineum and is the chief cause 
of the perineal tears. The perineal tears in head-positions arise 
extra-medianly : in the first vertex it occurs on the right and in 
the second vertex to the left of the perineal raphe, due to asymmetry. 


Hematological studies in pregnancy. ‘This is a very long mono- 


graph too full of detail to be suitable for abstracting. In these in- 
vestigations it has been possible for the first time to carry through 
a series of blood examinations of the same individual on a sufficiently 
large scale during the greater part of pregnancy and for so long a 
time after parturition, that results from the periods of pregnancy 
parturition and the puerperium may be compared with the normal 
figures of the individuals on the following points :— 

I. Percentage of haemoglobin, number of erythrocytes and 

volume percentage. 

II. Number of leucocytes. 

III. Number of platelets. . 

IV. Coagulation time. 

V. The plasma colour of the blood. 

VI. The sedimentation-velocity of the erythrocytes. 

The results are shown in a large number of curves. Finally, 
an extensive bibliography, amounting to 373 references, is appended. 


F.E.T. 


Revista de Gynecologia e d’Obstetricea 
“September, 1925. 
*A post-mortem Czesarean operation. C. C. da Costa. 
*Late Caesarean operations. C. C. da Costa. 
October, 1925. 
*The surgical treatment of pelvic dystocia. J. de Sant Anna. 
*Primary chorio-carcinoma of the uterus. J. de Sant Anna. 
November, 1925. 
A case of osteo-genis exostosis. J. Camargo. 
*A case of implantation of an ovary. C. C. da Costa. 
December, 1925. 
Primary fibro-myoma of the vagina. H. Capper. 
A new hypothesis on the cause of menstruation. Carlini. 
January 1926. 
*Magnesium sulphate in the treatment of eclampsia. de Moraes. 
*Further studies in puerperal infections and their treatment. Polak. 
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February 1926. 
*The technique of trans-peritoneal Ceesarean section. Lima. 
Some anomalies and complications of parturition. J. Sant-Arma. 


A post-mortem Czsarean operation. Da Costa describes a case 
in which Cesarean Section was performed immediately after death 
of the mother and succeeded in saving the child. The patient a 
negress aged 24 years, was admitted to hospital, about the eighth 
month of pregnancy, suffering from extreme dyspnoea. On examina- 
tion mitral and aortic incompetence were present. It was decided 
to perform Ceesarean section to save mother and child from risks 
of spontaneous expulsion, as there were indications that premature 
labour might occur. On the following day while the nurses were 
preparing the woman for operation a worse attack of dyspnoea care 
on and in spite of all efforts to relieve her, she died. As fcetal 
heart-sounds could be distinctly heard it was decided to operate at 
once. The child was liberated apparently dead, but was revived by 
artificial respiration. Between making certain of the mother’s death 
and extracting the child Da Costa calculated that only three or four 
minutes elapsed including the few seconds taken to free the child 
from the uterus. He thinks such an operation should be under- 
taken when death of the mother is sudden and the child is alive 
and viable. 


Late Cesarean Section. Ja Costa describes treatment of 32 cases 
in advanced labour by low Cesarean Section. Death of the mother 
occurred in only one case. In most cases the child was born alive. 
He recommends this mode of operation in preference to the high 
Ceesarean in all cases where the operation has to be performed after 
rupture of the membranes. There is less risk of peritoneal infection 
and less uterine and abdominal movement during the puerperium, 
thereby saving the patient dis-comfort and pain. 


The surgical treatment of pelvic dystocia. The author dis- 
cusses the relative merits of Cesarean section and pelviotomy in 
the treatment of pelvic dystocia. His conclusions are :— 

(1) No fixed laws can be layed down as to treatment since each 
case must be decided on its own merits. 

(2) Low trans-peritoneal Czesarean section marks progress in 
treatment, and to get benefit from the operation, it should be per- 
formed in less than twenty hours after rupture of the membranes. 

(3) Infected cases (with foetid liquor amnii) should undergo sub- 
total hysterectomy and should have ample vaginal drainage. 

His results as regards the mothers were excellent, no death 
following surgical intervention. As regards foetal mortality, he had 
no deaths after Ceesarean section, but two out of sixteen after pel- 
viotomy. 

He recommends Franks symphysiotomy: in pelvic surgery. 

He regards indication for pelviotomy as relatively restricted, 
and employed it only sixteen times in 125 operations, performing 
it only on multigravide after rupture of membranes. 


Primary chorio-carcinoma of the uterus. Sant-Anna describes 


a case of primary uterine chorio-carcinoma occuring in a multipara 
aged 38 years. ‘There was a history of two abortions in the 3rd 
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and 7th pregnancy. The author considers the chorio-carcinoma 
due to abortion. 

When admitted to hospital the woman was suffering from pul-_ 
monary metastasis and died from this lesion. Sub-total hysterectomy 
was performed because of the state of the patient’s health and 
because of the absence of mestastasis in cervix or vagina. Pan- 
hysterectomy is advocated wherever practicable. 


A case of implantation of an ovary. Da Casto describes a case 
of ovarian insufficiency leading to serious mental symptoms with 
suicidal tendencies. As all ordinary treatment had failed he 
decided to insert a hetero-plastic ovary. The region chosen was 
the sub-cutaneous tissue of the right iliac forsa and into this he 
inserted the ovary of a kid. The effect on the patient’s condition 
was marvellous. The nervous symptoms disappeared very quickly 
and 50 days after the operation the woman was in extremely good 
mental and physical health. 


Magnesium sulphate treatment in eclampsia. [y 1925, the author re- 
ported the results of treatment of eclampsia by intra-venous injections 
of magnesium sulphate;—20 c.c. of 10% or 20% solution. He had 
then treated eight cases with complete success in seven. He 
has since treated five case, with favourable result in three. In most 
of the patients improvement occurred after the first injection. Diure- 
sis became abundant, cedema diminished, convulsions ceased, and 
the patient awaked from torpor. In most cases two or three injec- 


tions;—one every day or every second day—were sufficient to effect 
a cure. 


Further studies in puerperal infections and their treatment. The author dis- 


cusses the treatment of puerperal infections with three solutions 
often recommended: (1) Acri-flavine, (2) Gentian-violet, and (3) 
Mercuro-chrome,—and contrasts success obtained with the results of 
transfusion of blood. 

In the case of the drugs mentioned, the highest concentration 
compatible with life is 1 in 10,000. He finds that even with this 
dilution the leucocytosis produced and the bactericdal effect is only 
temporary, and the irritating effect on internal organs, e.g. liver, 
kidneys, or heart, may tend to produce lesions in these organs. As 
a rule, the leucocytosis is not maintained after 24 hours. ‘The 
patient who convalesces from her puerperal injection has neither 
in her blood nor tissues any inhibitory power against further devel- 
opment of bacterial action. 

On the other hand, when in the transfusion of blood, Ringer’s 
solution (with the addition of acid phosphate of sodium in the 
proportion of one in 1000 is employed, the alkalinity of the blood 
is increased and maintained for a sufficient time to allow the natural 
defensive power of the organs to continue the struggle against the 
toxins. All the natural emunctory functions of the body are in- 
creased and no lesions occur in any organ. 


The technique of trans-peritoneal Cesarean Section. [ima describes and 


illustrates the technique he employs in trans-peritoneal operations 
in Ceesarean section. He considers the operation performed on the 
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lower uterine segment has many advantages over one which incises 
the uterine body. In the latter, the abdominal and uterine incision 
being larger, the extraction of the foetus is easier, but the actively 
‘contracting portion of. the uterus is cut, and the post-operative 
period is liable to accidents. 

In trans-peritoneal section, the abdominal incision is small, but 
it is in the immobile part of the uterus which is its normal situation. 
The absence of intestinal loops from the field of operation is an 
advantage, and the extraction of the foetus need not be difficult 
if its right presentation is carefully obtained previous to extraction. 
The post-operative period is much less painful, and freer from acci- 
dents than after the classic Cesarean section. 

J. H. 


Boletin de la Sociedad de Obstetricia y Ginecologia de 
Buenos Aires. 


November 25th, 1925. 
Treatment of cancer of the breast. Guardada. 
*Primary chorio-epithelioma of the pouch of Douglas. E. Fox. 
*The prophylaxis and treatment of cancer of the vulva. Ahumada. 
Embryotomy of the living foetus. Gonzalez. 


Primary chorio-epithelioma of the pouch of Douglas. Fox describes 


a case of ex-ovarian chorio-epithelioma occurring in a woman of 
33 years. Nothing adverse had been recorded in the family or 
personal history of the patient who had always enjoyed good 
health and been free from menstrual trouble. 

Married at 18, she had had thirteen pregnancies, two of which 
ended in abortion at the 3rd month. The others had been normal, 
including the last, which occurred 23 days before admission. On 
the 8th day after delivery she had returned to her household duties 
and 15 days later, while apparently well, was surprised by the 
occurrence of severe and persistent metrorragia. 

Curettage was performed, and the hemorrhage stopped, but 
the patient felt weak and collapsed. A few days later, diffuse pain 
in the lower abdomen supervened, and these symptoms gradually 
increased in severity until on the 6oth day the patient was prostrate, 
the slightest exertion causing dyspnoea. General emaciation and 
pallor with cedema of the limbs had developed, and there was always 
an evening rise of temperature. 

Examination showed a median tumor of variable consistency, 
reaching almost to the umbilicus and pushing forward the abdominal 
wall. The bladder was distended, and the ureters were hypertro- 
phied, and had a stricture about the level of the cervix. Behind 
the uterus surrounding the adnexa and filling the lower pelvis was 
a tumor which pushed the uterus upwards and forwards. A. pro- 
visional diagnosis of malignant papilliform ovarian cyst was made. 

Supra-vaginal hysterectomy, with extripation of the adnexa and 
the greater part of the tumour was performed under local anzesthesia. 
It was impossible to loosen the tumor from the anterior wall 
of the rectum and the serous coat of the pouch of Douglas, without 
injuring the intestine and peritoneum. The post-operative course was 
normal for the first four days, but on the fifth day pulmonary cedema 
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was manifest, and on the tenth day death ensued. At the autopsy 
the tumour was shown to have typical characteristics of a primary 

ex-ovarian chorio-epithelioma originating in the pouch of Douglas. 

There were malignant nodules in both tubes. The body of the uter- 

us was normal in size, the walls uniformerly thick, involution was 

complete, the mucosa normal with no trace of ovular remains. ‘The 

serous uterine coat smooth anteriorly was fused posteriorly to the 

tumour so that separation could not have been effected without tear- 

ing the muscular coat. The ovaries showed cystic degeneration, the 

walls of alveoli were rich in lutein cells, occuring in islets in the 

stroma: or covering cavities of follicular origin. There were typical . 
nodules of chorio-epithelium in both lungs in the cortical zones of 

both kidneys and on the rectum. The stump of the cervix was free 

from tumoral lesion. Notwithstanding the freedom of the endome- 

trium from malignant affection, it is possible that degenerated 

placental remains were spontaneously expelled in  currettage but 

escaped microscopic detection. 


The prophylaxis and treatment of cancer of the vulva. Alluding to the 


infrequency of vulvar and vaginal cancer, the author finds that 
cancer of the vulva is more frequent than that of the vagina in the 
proportion of four to one. 

From November, 1918, to November, 1924, he observed 20 
cases of vulvar carcinoma, and of those investigated twelve were 
primary and the 13th secondary to anal cancer.. Only the sufferer 
from secondary cancer was in the period of genital activity, of the 
others the youngest patient was 46 and the oldest 76. 

The importance of the‘ endocrinic factor as a pre-disposing 
cause was evident in all. In nine of the patients, i.e. in 75% there 
were signs and history of vulvar leucoplakia. In only two cases, 
one of vulvo-urethral and one of diffuse cancer, were white patches 
absent. 

These figures coincide with those of other authors. Simple 
kraurosis apparently does not lead to epithelioma, but vulvar leuko- 
plakia constitutes the pre-cancerous lesion ‘‘par  excellence.”’ 
Pruritus vulvz is in these cases a signal of alarm, and in the treat- 
ment of vulvar leukoplakia lies the great prophylaxis of vulvar 
cancer.: 

Wide operation is the treatment of election in vulvar cancer. 
Extripation of the focus of pre-symphysial fat (which is rich in 
lymphatics), and of all accessible ganglionic groups should be 
carried. out. Deep Roentgen therapy should be employed to affect 
the lymphatics which are inaccessible. 

J. H. 


Kinki Fuginkwa Gakkwai Zassi. 


Vol. viii. No. 4. December, 1925. 
*On cyclical changes in the human breast. Y. Tamagawa. 
*Albumen content, viscosity, and relationship of albumen to globulin 
in the blood serum of the new born and puerperal women. W. 
Akamatsu. 
*Comparative researches on the serological properties of the foetus, 
the new born and puerperal women. Akamatsu, 
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Researches in stimulation of chloralised heart strips. S. Shimoi. 

Strogonoff’s therapeutic method in eclampsia. S. Katsuya. 

The effect of electrical simulation of the chloralized heart and in- 
fluence of pharmaka thereon. K. Kataischi. 

The arteries of the uterus and its adnexa. M. Saito. 

Involution of the puerperal uterus of a mouse; an experimental 
study. R. Susaki. 

A case of rupture of the uterus through an old Cesarean section 
sear. §S. Arakaroa. 

Intravenous injection of 40% urotropine solution for post-operative 
urinary retention. T. Yamamoto. 

AXtiology and therapy of meno and metrorrhagia. Heyn. 


On the cyclical changes in the human breast. Histological exam- 
ination of the breast shows cyclic changes dependent on 
menstruation, there being hypertrophy and dilation of the glands 
in the premenstrual stage and atrophy and shrinking of the glands 
at the end of menstruation. Changes of a similar nature also occur 
in the stroma. 


Albumen content viscosity and relationship of albumen to globu- 
lin in the blood serum of the new-born and t he puerperal women 
Akamatsu found a diminition of the albumen contents of the viscos- 
ities and of the relationship of. albumen contents of the viscos-xzfi 
serum of neonates. 


The serological properties of the new-born and the puerperal 
woman. No specific relationships in hemoglobin precipitation and 
hzemoagglutination could be demonstrated between the blood of the 
neonate and that of the puerperal woman. 


REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION QF OBSTETRICS AND GYNAECOLOGY 


Meeting held on May 6, 1926. Mr. T. G. STEVENS, F.R.C.S., President, in 
in the chair. 


Dr. HERBERT SPENCER read a paper on 


ADENO-FIBROMA OF THE OVARY. 
and gave an account of two cases associated with multilocular cyst, in the 
first case in the opposite ovary, in the second case in the same ovary. 
In the first case a large multilocular cyst containing masses of papilloma 

-with proliferated epithelium had ruptured before operation; the other 
ovary contained an encapsuled adenofibroma 1.5 c.m. in diameter. The 
patient aged 62, at the time of the operation, remained well 16 
years after removal of the ovarian tumours. 

In the second case, the solid part (adenofibroma) weighed 4 lb. 4 ozs.; 
the large multilocular cystic portion filled the abdomen. The patient, 
aged 77, who suffered from bronchitis and had _ metrorrhagia, 
died on the eleventh day after the operation (double ovariotomy and 
hysterectomy). 

The tumours were characterised by a dense fibromatous stroma beset 
with spaces filled with epithelioid cells, looking not unlike epithelioma ; 
but there was no evidence of invasion of the stroma. The masses were for 
the most part solid, but in places were hollow in the centre; this was 
evidently due to degeneration of the central cells. In one section, two 
gland spaces wete found exactly resembling corporeal uterine glands cut 
across, with a single layer of columnar epithelium, but with no cytogenous 
stroma around them. In the second case, the dense fibrous stroma was 
found immediately beneath the epithelial lining of the multilocular cyst. 
The thick degenerated stroma in places somewhat resembled the wall 

- of a blood-vessel, suggesting at first sight, the possibility of the growth 
being an endothelioma, but careful examination did not support this, the 
vessels in the growth showing no proliferation of the endothelium. Ovarian 
adeno-fibromata were rare. Three cases had been shown before the Section 
(by MacNaughton Jones, Darwall Smith, and Giles) in all of which doubts 
were expressed as to their malignancy. 

Dr. Spencer held that the appearance of the cells, the sharp delimitation 
of the epithelial masses from the stroma, the absence of any tendency to 
invasion and of small-cell infiltration, the slow growth and the absence of 
recurrence (four years, 11 years, 13 years, and 16 years) showed that the 
report of the Committee of the Obstetrical Society of London, made 27 years 

ago, that these growths are non-malignant adeno-fibromata, remains true 
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and that Pfannenstiel, Glockner and Orthmann were in error in attributing 
to these growths malignant characters. 

Dr. Spencer observed that four out of the five English cases were 
associated with ovarian cysts. This association, as also the much commoner 
occurrence of simple fibromata in the walls of ovarian cysts (of which he 
gave two examples), was worthy of further study and research. 

The paper was discussed by the PRESIDENT and Mr.. S. VAUGHAN SAW- 
YER, and, in reply, Dr. Herbert Spencer agreed with the President that 
small pseudo-mucinous cysts were rare; he had, however, met with one not 
bigger than a marble in a uew-born child. He was not in favour of the 
suggestion that pseudo-mucinous cysts ordinarily developed from aden- 
fibromata, the common pseudo-mucinous cyst was scantily supplied with 
fibrous tissue, and the pseudo-mucin was a secretion and not a mere degen- 
eration of cellular masses. 


Dr. F. J. McCann read a paper on :— 


A New METHOD OF CAESAREAN SECTION. REMOVAL OF THE PLACENTA WITH 
THE FOETUS CONTAINED IN’ THE UNOPENED BAG OF MEMBRANES. 


The special points in the technique of the operation may be thus sum- 
marised. The length of the abdominal incision should be sufficient to permit 
the uterus to be eventrated without difficulty. Six or seven inches will 
usually suffice, the greater part of the incision being above the umbilicus. 
After eventrating the uterus, the abdominal incision is closed temporarily 
with volsellae, or long Kocher forceps, and covered by a towel wrung out of 
hot saline solution. Another towel wrung out of hot saline solution is wrap- 
ped around the eventrated uterus, leaving the fundus exposed, and is clamp- 
ed by forceps along the uterine wall. All this is done with the utmost 
rapidity, everything necessary being in readiness before the abdominal 
incision is made. A mesial incision 6 to 7 inches long is made through the 
fundus uteri, being prolonged one inch further downwards anteriorly than 


posteriorly. The incision should be made accurately in the middle line 
with a sharp knife. 


After the fundal incision has been made, the membranes bulged into 
the anterior half of the incision and the placenta was exposed through 
the posterior half. The hand was then inserted and the placenta rapidly 
separately from the uterine wall. Whilst my assistant drew the two sides 
of the uterine incision apart, I compressed the uterus at its lower part 
through the towel and gently milked the uterine wall from below upwards, 
when the placenta and foetus contained in the unopened bag of membranes 
was shelled out of the uterus, like a pea out of a pod. The bag of mem- 
branes was then slit, the child liberated and the umbilical cord clamped 
and cut. The uterine incision was sutured with through and through linen 
sutures and superficial catgut sutures. The uterus was returned into 
the abdominal cavity, the omentum brought down and placed over the 
intestines behind the uterus, and the abdominal wall closed in layers. The 
patient made a smooth recovery and her child, a male, has remained well. 


This method prevents any escape of liquor amnii into the peritoneal 
cavity, and if the incision be made accurately in the middle line, there is 
very little haemorrhage, and the operation can be completed with a degree 
of cleanliness difficult to excel. 


~ 


Reports of Societies: 539 


Dr. HERBERT SPENCER remarked that the wisest of men had said “there 
is nothing new under the sun,” and certainly this method of performing 
Caesarean Section was not new. It had some merit, but so many draw- 
backs that obstetricians, like himself, who had been aquainted with it for | 
twenty-five years, had not been induced to employ it. As far as Dr. Spencer 
knew, it was first performed and recommended by Fournier of Amiens, 
in 1901; later he published many cases. Fournier called the operation 
“enucleation of the human ovum,” and drew attention, as Dr. McCann had 
done, to the ease with which the uterus expelled the ovum, aided by slight 
pressure with the hands— as easily, he said, as a escapes 
‘when compressed by the fingers. 

The advantage of the method was that it prevented soiling of the peri- 
toneum and wound with the liquor amnii which would render it suitable 
for a case where toxins were being absorbed from a dead foetus. 

The disadvantages were : a long abdominal and uterine incision, delayed 
delivery of the child, which increased its risk ; haemorrhage when the pla- 
centa was separated ; difficulty of the removal of the placenta, if adherent ; 
difficulty of removal of adherent chorion through a fundal incision, and, 
especially the greater risk of intestinal adhesions to the fundal scar, 
which has led to fatal ileus in several instances. © 

For all these reasons Dr. Spencer considered the fundal incision and 
enucleation of the ovum far inferior, in a routine operation, to the usual 
anterior incision of the body, which he agreed with Dr. McCann was 
superior to the incision in the cervix. 

Dr. McCann said, in reply to Dn Spencer, that he was not aware of 
_ the publication referred to by him, and that so far as he (Dr. McCann) was 

concerned, this method of Caesarean section was original. 

Dr. Spencer appeared to be quite satisfied wih the usual method of 
Caesarean section, but there was always room for improvement; indeed, 
in Dr. McCann’s opinion, every surgical operation could be improved. 
Routinism was the curse of the medical profession, and new methods should 
receive, at least, a fair trial. 

The objections urged against this method of Caesarean section were 
easily overcome by a careful technique, and the possibility of intestinal 
obstruction from adhesion of the small intestine was less than after myo- 
mectomy. Dr. Spencer, however, saved the situation by stating his belief 
that in certain cases this method of Caesarean Section would be useful. 

Dr. McCann claimed that a sagittal fundal incision was incomparably 
superior both on anatomical and to the transverse 
fundal incision of Fritsch. 

After the latter, several examples of rupture of the scar had tid 
recorded, but in reply to Dr. Holland, he was not aware that any examples 
of rupture of the scar were recorded after a sagittal fundal incision. «Dr. 
McCann had not seen gaping of the incision during this operation, on the 
contrary, the edges of the incision were pressed together during the uterine 
contractions, and he thought this would be so, when the incision was made 
accurately in the middle line. Dr. McCann did not advocate this method 
for every women requiring the Caesarean operation, but he thought that 
it was a method to be adopted in suitable cases. In the treatment of septic 
cases it offered obvious advantages, and might be the means of avoiding 
the sacrifice of the uterus. It was a method which was worthy of an 
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extended trial, for the surgeon was able to unite the thick muscular wall of 
the fundus and so obtain a strong scar calculated to stand the strain of 
pregnancy and labour. It placed in the hands of the obstetric surgeon 
an alternative method of considerable value. 
‘Dr. J. ANDERSON read a paper on 
Total, TRANSPOSITION OF THE VISCERA, AND ITS CLINICAL IMPORTANCE. 

The author remarked that total transposition of the viscera is more than 
an ‘‘anatomical curiosity,” and it deserves more interest from clinicans. 
There are many cases recorded, chiefly in America, where ignorance of 
the presence of the condition has led to wrong diagnosis and wrong treat- 
ment and even disaster. It is of special interest to obstetricians in its 
causation and diagnosis at birth. Cases are fairly numerous, showing that 
total transposition and twins are allied abnormalities, both due to heredi- 
tary transmission, and Virchow’s observation, many years ago, was still 
valuable, and that the vessels of the umbilical cord are wound from right 
to left instead from left to right, as is usual, and this is an indication 
of the position of the liver, which, according to Serres, determines the 
“Situs viscerum inversus.’”? The importance of arriving at the frequency 
of the malformation is great, and to this end, practitioners should report 
such cases, and obstetriclans are asked to note presence of Virchow’s Sign 
of winding of the cord and report: to the medical world if associated with 
transposition of the viscera, and the patient should be warned of the 
abnormality. 

Dr. Herbert Spencer had been appealed to by Dr. Ford Anderson for his 
opinion on the direction of the twist of the cord. He had always accepted 
the teaching that the direction of the twist varied, but he had a feeling 
of shame that he could not definitely answer the question from his own 
experience. He hoped some young obstetrician would set the matter at 


rest by careful examination of the direction of the twist in still-born 
children, 


EDINBURGH OBSTETRICAL SOCIETY. 

A Meeting of the above Society was held on March 1oth, the Presi- 
dent, Dr. R. W. Johnstone, in the chair. 

Dr. William Fordyce gave a short note on a case of ectopic gestation 
with unusual clinical features. The patient, a multipara of 36 years was 
admitted into his ward with the history of severe vaginal haemorrhage 
following what was supposed to have been an incomplete abortion, as 
she had 3 weeks previously passed a lump per vaginam as big as her 
closed fist. This was corroborated by her medical attendant. When 
examined under chloroform after admission the os was found to be 
patulous, but nothing was found inside the uterus, the discharge being, 
however, somewhat foul smelling. The patient progressed satisfactorily 
for a week, there being no further discharge and the temperature normal. 
She then began to complain of colicky pain in the right hypochondrium 
and she became slightly jaundiced. Cholecystitis was diagnosed and 
laparotomy was performed two weeks after admission to hospital, 
The abdomen was found to be full of bright red blood and a foetus was 
found later amongst. the clots. In all probability the sac had been rup- 
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tured by bimanual palpation immediately before operation : in reviewing 
the case, Dr. Fordyce thought that it must be classified as a “combined” 
gestation—both intra- and extra-uterine, for on examination on admission 
though she was very stout there was nothing like an ectopic gestation to | 
be palpated and yet before her operation a swelling could be felt distinctly. 
The pain and tenderness in the right hypochondrium was very difficult 
to explain. 

The next communication was given by Prodeasoe Carlton Oldfield (Leeds) 
on “Symptoms without Signs.’’ This .title was taken because there was 
no more common case than the patient who complained of various symp- 
toms but in whom no physical signs could be detected. Out of 1200 patients 
examined by Professor Oldfield only 434 (36 per cent.) showed any gross 
disease, and this he deemed to be due to the majority of,cases being func- 
tional.. The usual symptoms in such functional cases were headache, 
backache, weariness, sleeplessness, and frequency precipitancy or incon- 
tinence of urine. For such conditions curettage was unnecessary and 
harmful and likewise were opérations- such as ventral suspension, cervical 
repair, appendicectomy etc.. The main symptoms: were then taken, seria- 
tim, and backache was first discussed. This was found in 67 per cent. 
of Professor Oldfield’s cases but in only 34 per cent. of these was any 
organic disease present. Retroflexion was only present in a few more 
cases than anteflection confirming the opinion that retroflection, though 
often accompanying backache, was not the cause of it. Cervicitis, with 
or without laceration, and endometritis were noted as not being in any 
way definitely associated with backa¢he, though as all these complaints were 
common, they were bound to occur together in many cases. Backache, 
therefore, was usually a functional complaint. 

Incontinence of urine was then discussed, the incontinence being of the 
active kind and not passive, as in a vesico-vaginal fistula, etc. 12.8 per cent. 
of Professor Oldfield’s cases had incontinence and yet 29 per cent. had ure- 
throcele among the cases-of incontinence 28 per cent. had urethrocele and 
28 per cent., prolapse. -Prolapse was present in more cases with incon- 
tinence of urine than without and therefore was probably a causal factor 
though only 7 per cent. had cystocele, but urethrocele, on the other hand, 
occurred more frequently in cases without incontinence. Incontinence, 
however, was in Professor Oldfield’s opinion, purely functional and this was 
proved to his satisfaction by the fact that application under anaesthesia 
of the electro-cautery cured nearly every case, which would have been 
impossible were it due to pathological or anatomical reasons as is generally 
supposed: Many cases were quoted. to support his contention. 

' With regard to the -retroversion of the uterus the statistics of Dr. Mac- 
Gregor Young were quoted, in which 1000 puerperal uteri were examined 
on the 12th day after labour and retroversion was found in 50 cases, but 
six months later only 2 were found to be still retroverted. Pessaries may 
relieve symptoms sometimes but it is probable that such in cases prolapse 
was present. Professor Oldfield advised the discarding of the words retro- 
flexion and retroversion and then pessaries would cease to be used or 
operations to be done in such cases. Many women were made unhappy by 
being told that their womb was twisted. 

In conclusion; Professor Oldfield touched on the pernicious vomiting 
of. pregnancy, which he considered always to be functional and advised 
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treatment by suggestion and feeding. In his experience’ such treat- 
ment had always been successful. 

Dr. F. W. Browne read a paper entitled “An experimental investiga- 
tion into the Aetiology of Accidental Haemorrhage, and Placental Infarc- 
tion’’ which is. given more fully elsewhere in the Journal.. 

Dr. G. W. Tule then read an interesting communication on a case of 
Post-mortem Caesarean Section in a twin pregnancy with the survival of 
one Child. 

A primigravida, aged 25, an albuminuric, 8} months pregnant, who 
had been about 12 hours in labour, was anaesthetised in preparation for the 
application of low forceps to terminate the labour. Some degree of hydram- 
nios was suspected, but no signs of either maternal or foetal distress were 
noted. Upon a catheter being passed she suddenly collapsed and was 
apparently dead. All attempts at resuscitation, including tracheotomy, 
failed, so fully five minutes after death, Caesarean section was performed 
and a child was extracted. This failed to respond to treatment, but when 
preparing to close the abdomen fully ten minutes after the patient’s death, 
a second child was discovered. This was at once removed, responded to 
prolonged treatment and left hospital quite well ten days later. 


EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the Society was held on May 12th, the President, Dr. R. 
W. Johnstone being in the chair. 

Dr, F. W. Browne described a “‘case of concealed haemorrhage with 
placenta praevia.’”” The patient was a primigravida who had completed 
eight months of her pregnancy and was admitted to hospital on account 
of vaginal bleeding. Placenta praevia was diagnosed and the vagina was 
packed. Twelve hours later the pack was removed and external version 
attempted, but was not persevered with on account of the large amount 
of old blood clot that was passed. The membranes were therefore ruptured 
and spontaneous delivery took place three hours later. The placenta was 
normal in appearance and size but overlying it was a quantity of fairly 
old blood clot, which covered practically the entire portion which had been 
praevia and extended into the upper portion as well. The clot weighed 
over 12 ounces. A catheter specimen of urine contained a moderate quantity 
‘of albumen. Three other cases described by Holland, Williamson and 
Swayne were discussed, after which Dr. Browne stated that none were 
cases of purely unavoidable haemorrhage and his own case showed that 
in some cases of placenta praevia the haemorrhage might be concealed ; 
the concealed haemorrhage, however, might be due to mechanical separation 
of the portion of the placenta situated in the lower uterine segment and 
therefore was unavoidable. Thus placenta praevia cannot be excluded in a 
case of concealed haemorrhage and some cases of concealed haemorrhage 
without albuminuria might be accounted for in that way. In all cases 
described, however, albuminuria was present and therefore it was justi- 
fiable to presume the bleeding to be of toxaemic origin and thus bleeding 
in placenta praevia might sometimes be accidental. 

A communication was read by Dr. W. F. Theodore Haultain in ‘some 
practical aspects on ante-natal care,” the great importance of such care 
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to mother, child, doctor and the state being pointed out. In the first place, 
Dr. Haultain disagreed with the relative frequency of the vertex positions 
as stated in the leading text books on the subject. From statistics of 1000 
cases seen within 14 days of labour at the ante-natal clinic of the Simpson 
Memorial and Royal Maternity Hospital, Edinburgh, and another 1oov 
uncomplicated full term cases delivered in the labour ward of the same 
hospital the relative frequency in round figures was found to be L.O.A. 
60 per cent., R.O.P. 2 per cent. The figures for primigravidae and multi- 
gravidae were taken separately in each case, but little variation was shown 
in these two main groups. e : 

The efficacy of pads as described by Bulist in posterior cases was then 
discussed and statistics were given of 70 consecutive occipito-posterior cases, 
which had been treated at the ante-natal clinic during the last 2 years; 
38 of these were primigravidae and in these the pads proved successful in 
33 by substituting an anterior position for the posterior; in multigravidae 
25 were successful, thus in the whole 70 cases success was obtained in 
82.8 per cent. In every case success or failure was judged by the position 
at labour as well as that found in the clinic after removal of the pads. To 
achieve success it was stated that (1) the treatment should not be done till 
the last month of pregnancy (2) the head must be movable and (3) castoi 
oil should be taken at night when the pads were in position. No dange1 
could be ascribed by the treatment to either mother or child, and the diffi- 
culty of the future labour could not be aggravated by the treatment, which 
was very simple and would in many cases avoid a tedious and often danger- 
ous labour, 

The statistics of a consecutive series of cases of external version in 
breech presentations was then given. In all, 28 cases had been so treated 
in the last 1} years, 12 in primigravidae and 16 in multigravidae. Among the 
primigravidae version was successful on 9 occasions and among the multi- 
gtavidae 14 successes were reported, thus 82.1 per cent. were successful in 
the total number. Anaesthesia was recommended to aid success in primi- 
gravidae and the manipulation was not advised till the last month of 
pregnancy. Failure in the primigravidae was attributed to the cases being 
of the “frank breech” variety, the failure in each case being noted at the 
time of manipulation, whereas in the multigravidae the two failures were 
caused by a return of the breech presentation after it had been turned. 
The technique for the measurement of that all important measurement 
the diagonal conjugate was then gone into fully and it was advised that 
it should not be taken more than six weeks before full term, for by that 
time the perineum and soft parts were soft and the promontory. of the 
sacrum could be reached in most cases with comparative ease, whereas 
earlier in pregnancy it was usually a very difficult procedure. By the 
estimation at this time there would still be plenty of time to decide on 
induction of premature labour if required and if the pelvis was too small 
to warrant induction at that time then the case was one for Caesarean 
Section and not induction. With regard to the position of the patient 
to allow this measurement to be taken with the greatest ease, Dr. Haultain 
advised the exaggerated lateral position, the woman flexing herself as 
much as possible. Extreme gentleness in making the estimation was 
insisted upon so as to obtain satisfactory results. 

In conclusion Dr. Haultain thought that ante-natal care did not begin 
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early enough, and suggested that patients should be seen after having 
missed one period; by that’ means a large number of abortions might be 
averted, especially those due to a retro-displacement of the uterus; the 
bowels could be looked after, and all cases of slight sickness could be 
treated; thus might hyperemesis gravidarum be practically obliterated. 
Rarer conditions such as tubal geveation could also be Caer before 
rupture occurred and the woman’s life put in danger. 


EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the above Society was held on Wednesday, June 9, 1926, the 
President, Dr. R. W. JoHNsTONE in the chair. 
Papers were read by Dr. J. Hewitt and Dr. Samual J. Cameron (Glas- 
gow) on ; 
‘(CONCEALED ACCIDENTAL HAEMORRHAGE,”’ 


Dr. Hewitt discussing the condition of the uterine wall in such cases 
and Dr. Cameron described his views on the rational treatment, based on 
Dr. Hewitt’s findings. 

Dr. Hewitt said that the question of the clinical dentition of the uterine 
wall could best be approached by a brief consideration of the common 
explanation of the retention of blood within the uterus. He agreed with 
Gordon Ley that the non-dilatation of the cervix, adhesion of the mem- 
branes round the os, pressure on the lower uterine segment by the present- 
ing part, or rupture of -the haemorrhage into the amniotic sac, were 
inadequate and erroneous suggestions. In addition to the objections raised 
by Ley, Dr. Hewitt quoted Barnes with reference to the supposed adhesion 
of the membranes; and added the personal observation, that in many cases 
the blood clot was‘entirely retroplacental, and even when bleeding extended 
beyond the placental margin, the blood often travelled. upwards towards 
' the fundus, and thus never even reached the lower segment. 

In view of the inadequacy of these theories it was not surprising that 
the view arose that the blood was retained, because the uterus was unable 
to expell it, = uterine muscles being described as ‘‘inert’”’, ‘‘atonic’’, 

‘‘paralytic’’, 

Dr. Lad s view was that the ainiaeia was temporarily unable to under- 
go rythmic contractions, because it was already in a state of sustained 
and painful tetanic contraction. His reasons for this belief emerged in 
answer to the question, ‘‘Why cannot the foetal parts be palpated in the 
cases’ of concealed accidental haemorrhage?’’ Rigidity of the parietes is 
not responsible, shown by the fact that palpation still yeilds: negative 
results when the patient is deeply anaesthetised, and even after the 
abdomen is opened in the course of a Caesarean Section on these cases. 
Intervention of placenta and blood clot occurs in some cases, but in others 
where palpation had been negative, the placenta would often be found on 
the posterior wall on manual exploration of the uterus during Caesarean 
Section or at post-mortem examination. He drew attention to the hard 
tender well-defined uterus as incompatible with the description ‘‘atonic’’, 
and pointed out that in concealed haemorrhage the membranes were tense— 
a circumstance which could not occur in an inert organ. 
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FitzGibbons’ view was also referred to, namely that the apparent increase 
in size of the uterus was due to forward projection of the organ, due to 
its tonic state, but he admitted as well, that in most cases the amount 
of intra-uterine haemorrhage also contributed to the increased size. Sir 
James Mackenzie’s dictum, that one may distend a hollow muscular organ 
indefinately without producing pain until a contraction is set up, was 
quoted in support of the speaker’s view that the uterus was in a state 
of tonic contraction. 

Dr. CAMERON continued by stating that it was most important to 
realise that in concealed accidental haemorrhage the patient’s life was 
endangered more by shock than by haemorrhage. The amount of blood 
lost in a fatal case was often much less than in cases of placenta praevia 
who survived. In respect to the relative importance of shock and hae- 
morrhage, there was a close similarity between concealed accidental 
haemorrhage and acute inversion of the uterus. 

If bleeding was considered to be the more important factor, Caesarean 
Section should be performed on every occasion, but this, in Dr. Cameron’s 
opinion, was not so. Perhaps the most generally practised method of 
treatment consisted in packing the vagina. It was claimed that an 
efficient vaginal plug arrested the flow of blood through the uterine arteries, 
but he did not believe that it was possible by any method, short of actual 
ligature or clamp, to arrest or perceptibly diminish the flow of blood 
through these vessels which had a very wide range of movement and 
merely rose to a high level when packing was introduced into the vagina. 

Moreover, a liberal blood supply still reached the uterus by the ovarian 
arteries which during pregnancy were not much smaller than the uterines, 
and which with the latter, formed an unconstricted ‘‘utero-ovarian loop” 
on the margins of the uterus, between the aorta above and the internal 
iliac artery below. This Dr. Cameron clearly demonstrated by an X-Ray 
photograph, of an injected specimen. 

In treating cases of concealed accidental haemorrhage, the patient 
should be guarded from shock by administering large and repeated doses 
of morphia during the acute stage. When this stage had passed, but 
not before, labour pains were stimulated by pituitary extract. 

If the patient did not improve after morphia had been given he per- 
formed Caesarean Section, because in his experience one of the two events 
had occurred (a) a recurrence of bleeding or (b) rupture of the uterus. 
So far he had never been compelled to remove the uterus on account of 
atony. He did not perform vaginal Caesarean Section because :— (1) the 
shock was not less than that associated with abdominal Caesarean Section ; 
(2) it was impossible to inspect the uterus for rupture; (3) haemorrhage 
less easily controlled, and (4) towards the end of pregnancy extraction 
_ of the child might prove difficult. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medi- 
cine in Ireland was held in the Royal College of Physicians on Friday, 
March rath, 1926, the President, Dr. D. G. Mapu, in the chair. 


Dr. BETHEI, SOLOMONS showed a modification of the Mercier-Carton 
catheter in which the barrel was made of glass. The glass fitted into the 


a a 


546 Journal of Obstetrics and Gynzcology 


metal portion like a record syringe barrel. The only advantage claimed 
was that the doctor could see what he was doing, and would not get mucous 
in his mouth, while the firm stem had an advantage over the flexible stems 
of other catheters. 

The PRESIDENT said that he thought this Catheter might have been 
called an improved mucus catheter. He, himself had thought of getting 
a catheter made, but it would be something on the lines of the ordinary 
Carton’s catheter, except that instead of the cylindrical enlargement. in 
the centre, he would have it spherical, and about the size of a golf ball. 
He did not think the instrument had been invented yet by which it was 
possible to escape getting mucus into the mouth. 

- Sir WiiiiaM SMyLy said it was a great improvement to be able to 
see into the catheter, as if the mucus was seen coming up, it would be 
easy to know when to stop, and in this way it would be possible to avoid 
getting mucus into the mouth. 

Dr. J. S. QuiNN said that he thought the flattened end was a great 
improvement. 

Dr. SoLomons replied. 

Dr. P. J. CANNON read a Report on a Case of Exomphalos in an Infant 
which was operated on six hours after birth. The child made a good 
recovery. 

The PRESIDENT said that this was an interesting and unusual case, 
It seemed to him extraordinary that cases of this kind were not found 
oftener, considering the frequency of cases of hare-lip. He had seen 
cases of exomphalos several times, but had never seen a case similar 

. to the one described by Dr. Cannon 

Dr. GIBBON FITzGIBBON said that he also had seen a few cases of exom- 
phalos, and in one case although the tumour in the umbilicus had been 
about the size of a large duck’s egg, it had been successfully removed. 

Dr. CANNON in replying, said that this condition was quite different 
from congenital hernia, as in the latter condition, skin was found covering 
the sac; whereas in this case, there was nothing whatever covering the 
sac. He personally felt that the success obtained in this case demonstrated 
that it was worth while operating for the condition. 

Dr. BETHEL SOLOMONS and SIR JOHN LUMSDEN read a short com- 
munication on an unusual case of pyrexia. The patient aged 22 had 
first been seen by Sir John Lumsden suffering from general debility with 
pyrexia. There had been an influenza form of attack from which she 
had recovered. Her symptoms suggested enteric fever, but tests for. 
typhoid, paratyphoid A and B, were negative. Sleep was indifferent. 
For six weeks there was some rise of temperature, the lowest record 
being 98.8°F, the highest 102.8°F. As no other definite cause of the 
pyrexia could be established, Dr. Solomons examined her recto-abdomi- 
nally. Finding some degree of fulness in each lateral fornix, he advised 
vagino-abdominal examination under anaesthesia. The finding then was 
the same and a diagnosis of tuberculous salpingitis was made. 

The Blood examination was as follows :— 

Differential count. 


Polymorphonuclears Bee ib 53 per cent. 
Lymphocytes 33 ” 
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When the abdomen was opened, the tubes. were found to be slightly 
thickened and larger than normal with closed fimbriated ends. Tubercles 
were not present. It was decided to remove the tubes which were taken 
away in their entirety. The ovaries were bound up with them, but it 
was possible to spare a small portion of the left ovary. After sixteen 
days, the pyrexia subsided and the temperature remained normal. 

The microscopic evidence made the diagnosis evident, the submucosa 
being packed with giant-cells. The writers remarked on the necessity 
for bearing in mind that a young woman with pyrexia without marked 
symptoms, may be suffering from tuberculous salpingitis which is an 
essentially curable disease. Two months later the patient again became 
ill and consulted Dr. F. C. Purser who diagnosed encephalitis lethargica : 
- she had, in addition, an attack of diphtheria. Dr. Purser had no doubt of 
the diagnosis of the disease to which she ultimately succumbed. 

Str JoHN LuMSDEN said that this was an interesting and puzzling 
case. When he first saw the patient, at the beginning of June, she gave 
a history of having been ill for some weeks and of having had an attack 
about a month previously of what would appear to have been influenza, 
though her local doctor had called it food poisoning. He personally 
thought that it was an attack of gastric influenza. Her pulse was 100, 
her tongue furred, and the apex beat a little out, and he thought that 
possibly there was a certain amount of myocarditis. The patient went 
away, but a few days later returned, and he put her to bed in Hospital. 
Her tongue was furred, she was febrile, rather constipated, and hard 
to feed. A blood culture and a Widal test were both negative. There were 
at that time no symptoms of encephalitis lethargica. He, how- 
ever, suspected that there was some tubercular focus, although 
there was nothing to be made out in the lungs. The epigast- 
rium was tender, and if food was pushed nausea occurred, which 
made him think that there was something wrong in the abdomen. Dr. 
Abrahamson then saw the case with him, and they came to the con- 
clusion that it was a case of tubercular peritonitis, but asked Dr. Solomons 
to see her. Dr. Solomons saw her, and operated, and after the operation 
she remained febrile for about fourteen days, but then her temperature 
came down. During convalescence she became rather emotional, but 
improved enough to be sent to the country. Some time later Dr. Purser 
saw her, as he (Sir John Lumsden) was away, and Dr. Purser diagnosed 
encephalitis lethargica. It was of course just possible that the girl 
had encephalitis lethargica all through, but he did not think it probable. 
She then developed diphtheria, and died. 

Dr. L. Cassipy asked how the diagnosis in this case had been arrived 
at. If tubercular salpingitis was to be taken as a reason for the state the 
tubes were found in, it seemed to him rather an extraordinary procedure 
to mutilate a young unmarried girl, on evidence which to him seemed 
insufficient.. Even the microscopical description of the tubes did not 
seem to him sufficient to account for the clinical symptoms in the case 
as described by Dr. Solomons and Sir John Lumsden. He personally 
would have thought that the condition was either tubercular meningitis, 
or encephalitis lethargica. He felt that in cases of this kind, the wisdom 
of applying either radium or X-Rays should always be considered. During 
the last few years, he had seen about 30 such cases, and with the 
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exception of two cases, had seen good results follow treatment by radiuni 
or X-Rays. He thought that the symptoms in this case largely pointed 
to a condition of tuberculosis possibly in the upper abdomen; but not 
to a condition which would justify removal of the tubes. 


Dr. L. ABRAHAMSON referring to the suggestion that the patient had 
either tubercular meningitis or encephalitis lethargica, said that certainly 
when he had seen her, there had been no sign of either disease, and he 
did not think that when Dr, Purser saw her she had tubercular menin- 
gitis either, as the cerebro-spinal fluid was not under tension when she was 
seen by him, and he (Dr. Abrahamson) had never seen a case of tubercular 
meningitis in which the cerebro-spinal fluid had not been under tension. 
Encephalitis lethargica was sometimes hard to diagnose, but when this 
patient was seen by Dr. Purser, the symptoms were apparently so typical, 
that the diagnosis was obvious. When he had seen her, she was suffering 
from pyrexia, and her symptoms were all due to this. The only symptom 
that she had, however, was vague abdominal pain. No evidence of tuber- 
eulosis could be found either in the chest or in the abdomen. When the 
contents of the fubes were cultured, for tubercle bacilli, the result was 
negative; but when sections were made, tubercle bacilli were found. 
No naked eye tubercles could be seen, but microscopically they were 
easily seen. He thought that removal of the tubes in this case was 
absolutely justified, and that the result was satisfactory; and he believed 
that if it had not been for the developement of encephalitis lethargica, the 
patient would have lived. She died from an intercurrent disease, which 
had nothing to do with the original complaint. The result of X-Ray 
treatment in these cases was that there was no internal secretion of the 
ovaries ; whereas in this case, after operation, a little ovary had been left. 


Dr. GIBBON FITZGIBBON said that the question ‘should active tubercular 
tubes be removed or not’? was a much discussed one, but he personally, 
if he came across cases in which there was evidence of advancing active 
disease, always took away the tubes.. If the tubes were not removed, the 
patient was left with a disease; and if the tubes were removed, the patient 
was not left any more sterile than she had been before removal, as if the 
tubes were tubercular, they were functionally useless. He had recently 
seen a patient who had been married for five years, but was sterile, and 
he removed the tubes, as he felt sure they were tubercular, and he con- 
sidered them to be functionally useless. The report he got back was that 
the tubes were destroyed by tuberculosis. 


Dr. R. J. Row1ertr drew attention to the very high blood count in this 
case, which at the time the count was taken, was apparently one of tuber- 
culosis. He thought this was possible evidence of an extreme degree of 
purely tubercular toxemia. Now-a-days pyrexia was regarded as a symp- 
tom not of tubercular toxemia, but of septic toxemia; but in this case 
it was proved to be a symptom of tubercular toxemia. A curious feature 
of the case was that diphtheria occurred when encephalitis lethargica 
was also present. He thought it possible that Tuberculin might have 
done the girl good; but it was necessary to open the abdomen to see 
what disease was present, and when the tubes were found to be tubercular, 
he thought it would have been a considerable risk to leave the tubes and 
just give the girl Tuberculin. The treatment adopted by Dr. Solomons 
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“was the one he would like to have seen done if he had been interested 
‘in the patient. 

Dr. J. S. Quin asked if erosion of the cervix was present, or if there 
“was any leucorrhoea; and what the condition of the ovaries was. that 
necessitated removal of one, and two thirds of the other. He referred 
to a case of pyrexia in which no tubercular focus could be found at all, 
but in which a few days before death, tuberculosis of the mediastinum 
set in. He wondered could Dr. Solomons’ patient have had anything of 
that sort. A 

Dr. G. W. THEOBALD referred to a patient who had been admitted.to Hos- 
pital said to be suffering from eclampsia. A lumbar puncture was done, 
but the patient died five minutes afterwards. At autopsy every gland 
was found to be a mass of tuberculosis. In the case described by Dr. 
Solomons, assuming the patient had tuberculosis, encephalitis lethargica 
and diphtheria, was it right to assume that the tuberculosis of the tubes 
was sufficient to cause the very definite symptoms from which she had 
suffered: for a long period of time. Was. it not likely that there was 
some focus of tubercular infection elsewhere. in the body? 

Dr. N. FALKINER asked if the appendix had shown any signs of tuber- 
culosis. 
Dr. BetHet Solomons in reply to Cassidy said that the diagnosis 
‘was atrived at 

(1) by a process of exclusion of other diseases, 

(2) by bimanual examination, 

(3) by the appearance of thé tubes taken in conjunction with the 
history of the case. 

He disagreed entirely with Dr. Cassidy with regard to his remarks 
on treatment. He had a very large experience of tuberculosis of the tubes, 
he had tried palliative salpingostomy in cases of sterility in these cases, 
and as stated in previous communications the results were bad :— either 
there was no cure of. sterility or there was recurrence of disease. He 
therefore recommended strongly complete salpingectomy for tuberculosis 
of the tubes. In this way the disease was removed, while the chance of 
pregnancy before removal was nil. There was no need to extirpate the 
uterus, for if infected, the infection cleared up after salpingectomy. 
Treatment by Radium and X-Rays was useful in general abdominal 
tuberculosis. There was no erosion of the cervix nor was there leucorr- 
hoea. So far as could be felt there was no tuberculous disease higher 
up in the abdomen. He was convinced that this was a case of tuber- 
culosis of the tubes causing pyrexia and cured by operation. 

Dr. G. W. THEOBALD read a paper on the Contraction as opposed to the 
Retraction ring in the labour. He stated that no definite thickening or 
ring in the Uterus was present before symptoms of obstructive labour had 
set in. He believes that in normal labour there is no thinned out labour 
Uterine segment and that there are no clinical signs which support the 
belief in the polarity of the Uterus. He recorded several case histories in 
support of these views. 

StR Wiliam SMYLy asked what was the anatomical difference between 
a Contraction Ring and a Retraction Ring, and said he did 
not agree with Dr. Theobald that there was no uterine segment except 
in cases of uterine obstruction. 
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Dr. GrBzon Fitzcrpson referring to Dr. Theobald’s description of 
_ primary uterine inertia, said that it was considered to be the same type 
of thing as Contraction Ring in a multipara. It was not due to obstruc- 
tion. He quite agreed with Dr. Theobald that it was not at the expense 
of the lower segment of the uterus that this ring formation was obtained. 
In normal labor, there was no appreciable thinning of the lower uterine 
segment except just below the internal os. 

Dr. D. Cannon said that in cases where there was no sidkteactiee 

trouble, the peristalsis was disturbed, and asked if in cases of Contraction 
Ring, the condition was a myogenic one, or due to something else. He 
referred to experiments which had been carried out by Dr. Whitehead 
of Birmingham, who contended that in cases of primary uterine inertia, 
the trouble was not in the uterus itself, but outside it; and that it was 
nervous mechanism, that was involved. By giving spinal anaesthesia 
he (Dr. Whitehead) was able to produce contraction of the circular muscle 
of the uterus. 
Dr. BETHEL SOLOMONS was interested to hear that the kidneys were 
diseased in one of the cases of Contraction Ring. This should be found 
faitly often, and he enquired if Dr. Theobald had encountered this com- 
bination in his investigations. 

Dr. A. H. DAvripson said that while he was at the Rotunda Hospital 
he had come across three cases of Contraction Ring which co-incided 
very closely with the cases described by Dr. Theobald. In two of them, 
there had been no question of obstructive labour, and in each of 
these cases he had been able under deep chloroform anaesthesia, to do a 
version, and in both of them the child had been extracted alive. He 
thought that in these cases it was always possible to do a version, pro- 
vided it was done very carefully. 

Dr. THEOBALD in replying, said that pseudo-contraction ring was pro- 
bably the same as retraction ring, but in the latter condition the ring did 
not disappear under anaesthesia, and it was impossible to do anything 
at all as far as dilating it up went. Amongst the causes of contraction 
ring were internal manipulation, uterine inertia, and pubiotomy. In 
his cases, it had only been possible to do a version in one case; ini the 
others it had been absolutely impossible. In London now, for cases of 


Contraction Ring, Caesatean Section was advocated, but he personally 
did not agree with this. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medi« 
cine in Ireland was held in the Royal College of Physicians on Friday, 
April 30, 1926, the President, Dr. D. G. MapmLt in the Chair. 


Dr. J. S. Quin read Notes on a 


CAsz OF POLYCYSTIC KIDNEYS COMPLICATING PREGNANCY. 

The. patient was aged 35, married 12 years, five-para, and came to 
see him in February, 1925 with a history of three months amennorrhoea. 
She stated that she had had albuminuria in all the pregnancies except 
the first, and that in the last pregnancy, three years previously, she had 
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been very seriously ill, the infant being born spontaneously at 7 months. 

The urine was then free from albumen, and apart from restricting 
her diet and ensuring a regular daily evacuation of the bowels, no more 
active treatment was considered necessary. 

A fortnight later the patient complained of some haemorrhage with 
considerable discomfort and bearing down, as well as great frequency 
and difficulty in mictnrition. There was still no albumen im the urine, 
but vaginal examination revealed an ulcerated and oedematous cervix 
protruding from the vagina, with a fundus enlarged to correspond with 
period of pregnancy (34 months) lying in retroversion. The cause of the 
prolapse was now evident. There were two large tumours easily palpable, 
one ‘on each side of the lower abdomen. That on the right was globular 
and cystic, the size of a melon, and quite freely mobile in:all directions. 
On the left side a hard irregular mass with a limited range of mobility 
appeared to arise in the region of the pelvic brim, and extended upwards 
and laterally to the costal margin. No pain or discomfort was complained 
of, other than that due to the prolapse of the uterus. The uterus was 
replaced in position and a pessary was inserted to retain the cervix at its 
normal level, and to allow of a reduction of the swelling and oedema of 
the tissues. 

A diagnosis: of double ovarian tumours was made, but in view of the 
conditions present, it was decided to postpone operation. This delay 
was thought advisable on account of, firstly, the possibility of a miscarriage 
being already inevitable, secondly, the septic condition of the cervix, 
and thirdly, because it was considered that there would be less chance of 
interrupting the pregnancy at a later date if double ovariotomy had to be 
done. 

Pain had not been complained of up to this, but it was thought that 
it was impossible for the pregnancy to go to term without injury to 
the tumours either by direct pressure, or by interference with their blood 
supply. The patient was kept under frequent observation for the next 
four weeks, during which time the haemorrhage ceased, and the pregnancy 
appeared to be continuing on normal lines. No albumen was at any time 
present in the urine. However, she began to complain of pain in each 
flank, and the tumours which, up to this, had been palpable without dis- 
comfort, now caused her considerable pain on handling. Eventually these 
attacks became more frequent, more severe, and as she was now 44 months 
pregnant, operation was decided on. Assisted by Dr. Lane, Dr Quin 
opened the abdomen and discovered the true nature of the case. 
The enlarged fundus was lying in normal mid-line position, 
with two large retroperitoneal cystic masses, one on each side. The left 
tumour consisted of a cyst, the size of a melon, resting on a bed of 
much smaller cysts, which gave it the feeling of having a pedicle, and 
these sprang from the lower pole of the left kidney. The remainder of 
the renal tissue on this side was dotted with countless minute cysts, and 
the whole remainder of the organ was considerably enlarged. 

The base of the tumour, consisting of the lower pole of the kidney, was 
cut across, the cyst removed and the raw area oversewn to control bleeding, 
and the suture line covered with a pad of the surrounding fat. The right 
kidney was completely disorganised, and consisted solely of grape-like 
cysts, no kidney tissue being evident to the naked eye. Some of the cysts 
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were haemorrhagic, and it was decided to remove the entire mass. This 
was done, and a tube brought out to the right loin, through a small incision 
in the posterior wall. The peritoneum was closed on each side, and the 
pregnancy was then terminated by an incision through the fundus, the 
ovum being removed, and the uterine incision sutured as in a Caesarean 
Section. The tubes were finally ligated and cut, and the abdomen. closed. 

The patient did quite well, and was passing normal quantities of urine 
within 24 hours, and at no time during her convalescence did her con- 
dition give rise to any anxiety. Her condition since operation had been 
quite good, and she had been free from pain or discomfort. Her blood 
pressure was 205 and she was passing:a very slightly seuenncan amount of 
urine, of specific gravity 1014. 

The condition was of course progressive, and would eventually ter- 
minate in uraemia, but Dr. Quin thought that this crisis might possibly 
have been staved off till a later date, by the treatment above outlined 
and carried out. 

The PRESIDENT said that this was a very interesting and rare case. 
Kidney trouble was fairly common, but he personally had never heard 
of a case of ‘double polycystic kidneys in which the ‘kidneys were as 
large as the ones described, and he thought that Dr. Quin: was to be 
congratulated on the results obtained. The only thing he could not under- 
stand was why operation was not decided upon immediately the tumours 
had been felt. He personally would have operated at once. 

Dr. QuIN in replying, said that when the condition was diagnosed, 
the cervix was septic, oedematous and ulcerated, and there was a certain 
amount of bleeding. The patient, in fact, looked as if pregnancy might 
have terminated spontaneously. He at first diagnosed the case as’ one 
of ovarian tumour. Pain had only started after the fourth month; ‘and 
there was less chance of pregnancy terminating after removal of both 
ovaries, when:the fourth month was past.. 

THE MASTER OF THE Hospital showed a-specimen of Fibroma 
of the Anterior Abdominal Wall. The patient was.a woman aged 4o who 
chad been six years married, had had no abortions, and her ‘last, pregnancy 
had occurred six months before admission to Hospital.“ Menstruation 
since then had been normal. She had a swelling on the left side, below 
the umbilicus, the nature of which it .was. difficult. to determine. ‘The 
pelvic contents were perfectly normal. It was decided to do an exploratory 
laparotomy in order to find out what the nature of the tumour was.- A 
large solid mass covered with peritoneum was found. ~ 

The PRESIDENT asked if sections of this specimen had been cut and if 
it ‘had been found to be a fibroma, or a fibromyoma. The former might 
‘grow anywhere, but it was very rare to find a fibromyma growing in the 
abdominal wall; although he had seen a:fibromyoma growing in the vagina. 

Dr. BETHEI; SOLOMONS asked what the exact extent of-the tumour was. 
He thought it would be interesting to know this, as it would be a “help 
in finding out the possible origin of the tumour. 

Dr. D. J. CANNON said that tumours of this kind were pddaaieniit met 
with in children. He had found one-recently in a child aged five, and 
six’ months later the same child was‘ brought back to. him with a pelvic 
tumour growing from the bladder, and containing involuntary muscle. 
Dr, Louis L. Cassipy in replying, said that the tumour was entirely 
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embedded in the abdominal wall. Sections had been cut, and it had been 
found to be a fibromyoma. The tumour had grown within six months 
and the patient had had no pain or discomfort. It was only the size of 
the tumour which led her to go to Hospital. 

THE MASTER OF THE ROTUNDA Hospital. read THE RogUNDA HospitTaL 
REPORT. 

The PRESIDENT said that he did not agree with the Master of the Rotunda 
in thinking that external version should be done in occasional cases. of 
breech presentation in a primigravidae. He quite agreed with the Master in 
regard to the giving of Quinine in cases of protracted labour. He had 
tried this drug largely and had never found any appreciable affect on 
the uterus, although he had found an effect on the child. He wondered 
why in one case the Master had not incised the cervix and delivered the 
child straight away. In doing this there would not be a tear, but just 
a clean cut which could be as easily stitched up as a normal cervix. He 
regretted that internal measurements were not taken, as he felt that 
‘they were much more accurate than external ones. He thought that 
patients with severe albuminuria who were treated in the Hospital should 
not be allowed to return home so soon. If it was not possible to keep 
them longer in Hospital, he thought they should be sent to a Convalescent 
Home for a time. He wondered would the Master not reconsider the 
possibility of going back to the giving of morphia in the treatment of 
cases of eclampsia. He had twice tried to induce labour by the use of a 
rubber tube. In the first case, which was a toxic one, he had had to put 
in the tube three times before the patient was delivered, and in the second 
case he had had to put in the tube twice. 

Sir WILLIAM SMYLY said that the statistical was, the more important 
part of these Reports. The Master’s observations in the earlier portion 
were tested by the results as shown by the statistics. No doubt conclus- 
ions drawn from small numbers were often fallacious, as for example, if 
this Report were taken alone it would seem that after abortion the mor- 
talities were higher than after delivery at term, but where large numbers 
were concerned the results were reliable. The treatment of face presentat- 
ions appeared to him to have been unusually active and version performed 
with abnormal frequency. In his opinion a face was a more favourable 
presentation than the half breech. The Antenatal Clinic was a very 
important advance and would help to make the present Mastership a memor- 
able one. He agreed as to the advantages of external cephalic version 
in the treatment of breech cases, but he did not believe that suturing 
cervical tears was as a rule either inefficient or difficult. The Report 
was, in his opinion, of exceptional value especially because of the fulness 
in detail. 

Dr. L. L. Casstpy asked how the Master of the Rotunda knew that 
the giving of Quinine in the induction of labour had caused the death 
of the child. An assumption of this kind, if based on really sound evidence, 
was very important. He personally thought that in some cases, morphia 
had an effect on the foetus, but he had never noticed any effect after the 
giving of Quinine. Referring to the stress which the Master laid on 
the use of Collosal Iodine, he said that he himself had not used this, but 
he had given o-3 of a gram of N. A. B. and in some cases had found! it 
very useful. He asked if the Master of the Rotunda had come across any 
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non-examined cases of perfectly normal delivery who had developed some 
form of sepsis during the puerperium, and had died. He had had some 
‘such cases at the Coombe Hospital. He thought that one of the most 
important points in connection with the elucidation of sepsis was the 
“resisting power of the patient, as tested by the bacterial content of the 
blood, before the patient went into labour. Referring to cases of placenta 
praevia, he said that he thought the foetal mortality in the Rotunda Hos- 
‘pital was low. All cases of this condition treated at the Coombe Hospital 
recovered, but the fetal mortality was much higher than at the Rotunda. 
‘Referring to patients with albuminuria, he said that he also thought it 
was a mistake to send the patients home so soon after treatment, to con- 
ditions which had provoked the albuminuria, as it was very likely that 
the albumen would return again under very much worse conditions. The 
mortality in cases of uterine inertia seemed to him high. Some of the 
cases reported had not been definitely diagnosed as being in labour, 
and it seemed to him that occasionally labour was allowed to drag 
on for an infinite period of time. He thought it would be much better if 
something was established by which, as soon as the condition was defin- 
ately diagnosed, some steps could be taken to stimulate labour.’ He felt 
that if this was done, a certain number of cases would be delivered of 
living children without any great difficulty. He thought it should be 
borne in mind that in some of these cases, if the life of the child was to 
be saved, it might be essential to perform Caesarean Section. 

Dr. BETHEL SOLOMONS said that if a report from a large Institution 
showed perfection in every detail, little would be learnt from it, for more 
was to be learnt from the bad experiences of others than when all went well. 

The estimation of morbidity in the extern maternity was an admirable 
move, and although there were difficulties in the way, it might be nearly 
possible to get the estimation as perfect as that of the intern maternity. 
_ What was the treatment for haematemesis neonatorum? He had never 
seen a failure with horse serum. 

He asked if the’ view with regard to accidental haemorrhage that it 
was caused by a ‘‘degeneration and haemorrhage in the interstitial tissue 
of the uterus and the formation of an extravasted haematoma of the uterus” 
had been proved by macroscopic and microscopic examination of the 
‘uterus. In this connection he took exception to the word ‘“‘ablation’’? which 
had crept into the obstetrical vocabulary. The meaning of the word is 
“removal of a part especially by cutting”, therefore in referring to the 
placenta, separation is a word to be preferred. The placenta was removed 
twenty-five times manually for which post-partum haemorrhage was the 
indication on only one occasion. He (Dr. Solomons) believed from his 
experience that young assistants were prone to explore the uterus without 
sufficient indications. 

In the Contracted Pelvis Table the average measurements of the Inter- 
spinous and External Conjugate were given. The relation between the 
Inter-spinous and Inter-cristal diameters was so important, that the latter 
should be given too. 

There were seventy-three cases of spontaneous vertex delivery in this 
Table : this seemed to prove that a diminution in the extern diameters did 
not necessarily mean contraction of the pelvis. 

Antenatal care had made the comparison of ancient and modern eclamp- 
sia statistics of little use, for many patients were saved from eclampsia, 


. 
a 


Reports of Societies «= | 555 


He thought that extra-peritoneal Caesarean section was the correct 
treatment when that operation indicated ~after _Tupture of the 
membranes. 

In considering statistics of puerperal sepsis, it should be clearly stated 
in a report whether any patients were sent to die in a fever hospital: he 
- understood that in Rotunda patients were treated for ‘‘better or worse’’. 
He had found Quinine as a method of labour induction to be of great 
_ use when the patient was near term. 

The only comment he had to make on the excellent Gynaecological 
report, was that hysterectomy was an unnecessary procedure in the 
treatment of prolapse ot the uterus. 

Dr. R. J. ROWLETTE referred to the attention which had been given in 
the present Report to the Extern Department, and said that he thought 
it was very important that Masters of the Rotunda Hospital should have 
-their attention fixed on the Extern Department as well as on the Intern 
Maternity Department. He thought that the Master was to be con- 
gratulated on the small number of deaths from sepsis which had occurred 
during the year. He was glad to notice that the Master had given up 
using morphia in cases of eclampsia, as he had always thought -that a 
‘ considerable amount of infant mortality must have been produced by the 
giving of morphia in this condition. He hoped that next year very special 
‘attention would be paid to cardiac cases, and that in the next Report it 

would be possible to give some figures of the number of -women with 
heart disease who were delivered in the Rotunda, and some figures of the 
“morbidity in these cases. He thought that there was a very greatly 
exaggerated idea of the danger of cardiac disease in pregnancy 
confinement. 

Dr. J. S. Quin referring to the number of foetal deaths in forceps deliver- 
ies, said that the figure was fairly high, and should go out as a caution 
against the indiscriminate use of forceps. He felt that the Master was to be 
congratulated on his results in cases of Caesarean Section. Referring 
to contracted pelvis, he said that six pubiotomies had been done with 
excellent results, and he personally thought that pubiotomy’ had 
a very great bearing on these cases. He always regarded a brow present- 
_ ation as a mobile presentation in a case of hopelessly contracted pelvis, 
as a stage in presentation only. He thought it was unusual that 
only one case of haemolytic streptotoccus had occurred, especially as this 
patient had recovered. Regarding the use of Quinine, he said that he had 
seen good results from its use, and he had also seen failures; but he had 
never seen a case in which Quinine had been definitely bad for the child. 
He thought that rupture of the membranes was very beneficial in some 
‘eases of accidental haemorrhage, and he did rot think it was very harmful. 

Dr. G. Tierney asked if the cases which were treated in the extern 
department and then had to be brought into the Hospital, were included 
' in both categories, or only in one. He thought the Master was to be 
congratulated on the morbidity in the Hospital. He had compared the 
‘figures with those of a large Hospital in England, and the Rotunda figures 

were 5.4 per cent and those of the English Hospital were 7.8 per cent. 
Both Hospitals have adopted the B. M. A. standard. 


THE MASTER OF THE Rorunpa Hosprrat replied, and the Meeting 
concluded. 
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ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meetitig of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, May 28th, 
1926: Sir WitLIAM SMYLy (in the absence of the President) in the Chair. 


Dr. BETHEL SOLOMONS showed a specimen of “Carcinoma of the Cervix 
following Posterior Division” and showed a uterus he had removed by 
Wertheim’s method from a woman aged 46, married 26 years, sterile. 
For the past year and a half the menstruation was irregular. Her general 
health was good. Posterior division of the cervix had been done some 
years previously. Dr. Solomons said he had condemned this operation 
in any form for many years, but it was still largely practiced. Pregnancy 
might result after it, but the same would occur with a properly done 
dilatation. He had seen that the result in scores of cases of uncured 
sterility was :— a wound pouring leucorrhoea usually accompanied by 
erosion. In addition many of these patients were suffering from backward 
displacement, fibroids, and especially salpingitis. The tubes in this case 
are an example of the last. The case he now showed was rare, and he 
brought it forward as another example of the possibel-ill results of the 
operation, for it was well established that injury to the ceryix was 
the predisposing factor in carcinoma. The pathological report which was 
kindly supplied by Dr. Lait, was as follows:— ‘‘The posterior lip is 
involved im the main mass of the tumour which is a spheroidal cell 
carcinoma originating from the squamous epithelium. It shows an 
ulcerated surface with many vessels. Cell nests or masses of epithelium 
with central keratinous degeneration are present. The tumour deeply 
invades the cervical tissue and extends into the posterior vaginal wall. 
One part shows a calcified patch presumably around a buried sitch in the 
previous operation of posterior division. The section of the anterior lip 
shows that it is also involved in the region of the external os, but there 
is not the same infiltration of tissue which is present in the previous 
section, The right ovary is the size of a walnut and contains inspissated 
pus. The tube shows chronic salpingitis. There is no evidence of 
tuberculosis,”’ 

The CHAIRMAN said that this was the first case of carcinoma of the 
cervix following posterior division that he had ever seen. He came 
across many cases of catcinoma of the cervix where no divisions had 
been done. He thought that in Dr. Solomons’ case, however, carcinoma was 
very likely the result of the division of the cervix, and granular erosion 
at child birth predisposed to carcinoma. He thought that there were cases 
in which posterior division of the cervix was a very good operation 
however, and he would always do posterior division in cases where the 
the conical cervix was turned forwards, as when the cervix was twisted 
forward it was a less favourable position for impregnation than the normal 
position. Of all forms of treatments for sterility, in his experience posterior 
division of the cervix was the most successful. Sterility he thought was 
more often the result of blocking of the cervix than of blocking of the 
tubes. He thought that Dudley’s operation was.a very bad one. 

Dr. G. FiTzG1BBON said that he formerly had done posterior division of 
the cervix in cases of sterility, but he had now given it up, as he thought 
it was unnecessary to do it if sufficient dilatation was carried out to cause 


pall 
3 


~ Reports of Societies 557 


a certain amount of splitting of the internal os. The cancer in Dr. 

Solomons’ patient had extended a good deal through the cervix, but the 
patient had arrived at the very definite cancerous period of her life, and 
he personally thought that if in this case, posterior division of the cervix 
had caused cancer, that it would have occurred earlier in her life. He 
himself had had some extremely goof results following posterior division, 
but he had had equally good results following full dilataticn of the tubes. 

Dr. D. J. CANNON asked what the pre-cancerous condition of the 
patient in this case was, and if Dr. Solomons had ever met cases ir which 
it had been impossible to dilate the cervix. He, himself had seen a few 
such eases, and in them the only possible thing which could be done was 
a posterior division of the cervix. 

Dr. J. S. Quin asked if Dr. Solomons had seen many cases of car- 
cinoma of the cervix in nulliparae. He, personally had never seen ontte, 
but he knew that such cases did occur. Posterior division of the cervix 
was an extremely difficult operation to do properly, and he did not see 
what the advantage of the operation was over full dilatation of the tubes. 

Dr, BETHEL SOLOMONS in reply, reiterated the fact that he did not draw 
any conclusion from this isolated case. 

There were rare occasions on which it was impossible to pass a sound; 
then the cervix must be split to find the way, but after dilatation it should 
be sewn up again. He had never seen cancer of the cervix in any other 
nullipara. The operation of posterior division of the cervix is so easy 
to attempt that many try it, but it is well-nigh impossible to attain a 
really satisfactory result. ‘ 

THE MASTER OF THE CoomBE Hospital read 

THE ANNUAL REPORT OF THE COOMBE LYING-IN HOSPITAL, 1925. 

' THe CHarRMAN in congratulating the Master on the splendid report, 
said that what was wanted in a Report was to state what was wrong in the 
abnormal cases, what treatment was adopted, and what the results were 
both as regarded the mother and the child. In all these respects this 
Report gave very full information. Regarding mortality, he noticed that 
there were eight deaths, but one of these patients was not pregnant 
and he thought that patients who were not pregnant should not be 
included in the mortality list. He would suggest a statement that so many 
patients were delivered during the year, and out of these, there were so 
many deaths; instead of as was done, saying that so many patients were 
treated, and there were so many deaths. Some of the cases had come into 
the Hospital apparently in an utterly hopeless condition, and he did not 
think that anything could possibly have been done to save them. He 
thought that the morbidity was very small, and was most ereditable to the 
way in which the Hospital was conducted. He noticed that there were 
three cases in which before admission terrible injury had been inflicted 
by the use of forceps; this pointed to the importance of knowing when 
forceps should not be used. In two of the cases, forceps had been attempted 
three times before the patient had been admitted to Hospital. In another 
ease treated outside the Hospital, the patient had been left 20 hours in 
the second stage. This pointed to the necessity for good midwifery 
teaching, and he felt that many doctors undertook midwifery work without 
realising that it was difficult. Referring to Caesarean Section in the 
treatment of haemorrhage, he said that he was very glad to notice that 
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this operation had been done twice for placenta praevia. He agreed 
with the rules that the Master had laid down for this operation, but he 
felt that as time went on, Caesarean Section would be done more often for 
placenta praevia than it had been in the past. He thought that the general 
tendency in Obstetrics was to apply this operation more generally 
for placenta praevia. Regarding accidental haemorrhage, he said that 
statistics were very difficult, as it was very hard to know where accidental 
haemorrhage actually began, and when the ordinary .bleeding stopped. 
He felt that it was still quite an open question as to whether Caesarean 
Section was advisable in cases of accidental haemorrhage. He was inter- 
ested to see that the Master now bled and gave morphia in cases of eclam- 
psia, and thought that the fact that it had been given in eleven cases out 
of which there had been no death, was a very good start. He suggested 
the use of the word ‘‘eclampsism’’ for cases in which there were no con- 
vulsions, instead of ‘‘threatened eclampsia,’’ and said that he thought 
accidental haemorrhage in the worst. cases was the same disease as 
eclampsia. In cases of curettage after abortions, he asked if the Master 
used a blunt or sharp curette. 

Dr. referring to the bacteriological examination 
of cases of sepsis, said that he was interested to note that the two cases 
who died of acute sepsis, both showed haemolytic streptococcus, and that 
they were both infected during labour; as his experience was that cases 
of acute sepsis were nearly always streptococcal. He did not think that 
much was gained by examining the blood in these cases. He also had 
tried injections of N.A.B. in cases of acute sepsis, but thought it had no 
influence. The Master stated in the Report- that he thought toxaemia 
in pregnancy very seldom occurred before the 6th month; he (Dr. Fitz- 
gibbon) agreed that it did not often occur before the 28th week, except in 
cases where there was a pre-existing nephritis. Referring to the case of 
post partum haemorrhage with a piece of placenta retained, he said that 
in cases. where the placenta could be got away by a moderate application 
of Crede’s method, it was all right to do so; but if this was not possible, 
he personally preferred to do a clean manual removal of the placenta, 
He quite agreed with the Master’s view regarding the conservative treat- 
ment of cases of accidental haemorrhage. He noticed that the Mastet 
looked upon the occurrence of sweating as a good prognosis, and said that 
formerly . patients were put in hot packs to -promote sweating, 
He thought that when sweating occurred, it was evidence of recovery 
rather than the cause. Regarding the treatment of placenta praevia, he 
thought it was very important. to know whether the patient had been 
36 or -38 weeks pregnant, before deciding what treatment to 
adopt for this condition. Referring to hyperemesis: he thought 
the important thing was to find out what the cause of the hyperemesis 
was. In‘the case described by the Master, he did not think pregnancy 
was the cause; it was --probably a toxic case, as the patient 
suffered ftom:bad kidneys. The Master’s treatment of cases of uteriné 
inertia was quite different from his (Dr. Fitzgibbon ’s) treatment}-but all 
Dr. Cassidy’s cases ended in dead babies, and he had got 75 per cent. 
live babies by sedative treatment out of the cases which had been’ sent 
to. the Rotunda Hospital. In. cases of Hydatidiform mole, “he 
induced. uterine action“by sea-tangle-tents, and then emptied the uterus, 
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and did not do hysterotomy. He thought that there were far more toxemic 
patients who were chronic nephritis cases, than was generally realised ; 
and a great many of these did not clear up with treatment. He was 
surprised at the finding of albumen and blood in the urine in so 
large a percentage of all cases. He was interested to note the number 
of cases that had shown tubercle bacilli in the urine, as on four occasions he 
had found this in cases of persistent pyelitis. Referring to the post 
mortem examination of babies, he said that he carried this out to a small 
extent, but he did not mention it in the Rotunda Hospital Report, owing 
to the negative findings. In several cases it was found that the baby 
had died from some congenital condition, which would not have been 
suspected except for the post mortem. 

Dr. BETHEL SOLOMONS suggested that the cause of morbidity and 
mortality among women who had not been examined vaginally,, was 
due in many instances to the faulty conduction of the third stage of 
labour with retention of membranes, although this retention could occur 
without pyrexia. He questioned the advisability of giving pituitrin in 
placenta praevia. The student was very bewildered by the various views 
held. about accidental haemorrhage: he hoped that examiners would 
accept standard views and treatments: there were very few éases of true 
concealed haemorrhage. 

The results in Eclampsia from the Rotunda treatment modified by the 
inclusion of venesection were most satisfactory. Although blood pressure 
was estimated, 12 ounces of blood were withdrawn as a routine, irrespective 
of the estimation. He thought that some of the cases of uterine inertia 
would have been better if left alone: he found the Walcher position of 
great benefit when pains did commence in these troublesome cases, and 
uterine sedatives were better than stimulants. The pathological report 
was of great value and biochemical tests in pregnancy and other labora- 
tory methods should be taught, but it was important to remember in 
these days that practical clinical instruction was of greater service to the 
student and the post graduate who might later be working in places 
where he could not call in the assistance of the pathologist and the bio- 
chemist. With regard to the cause of abortion, many of these were 
hormonic in origin. In the Gynaecological report there were 90 curettage 
and 25 Alexander Adams’ operations. The indications for curettage 
were few, and the disadvantage of not opening the abdomen to correct 
the position of the uterus was great. Wertheim’s operation had been done 
for ‘“‘suspected’’? malignant disease on two occasions. Did the microscope 
reveal malignancy ? 

Dr. A. H. Davipson drew attention to the fact that in this Report 
the Master had stated that syphilis did not account for more than 2 per 
cent. of abortions; whereas in the Report of the previous year, syphilis 
had accounted for a much larger percentage of abortions. He also drew 
attention to the danger of giving large doses of Pituitrin in cases of acci- 
dental haemorrhage, when the vagina had been plugged; and mentioned 
two cases which he had seen while at the Rotunda, in which the uterus 
had ruptured after the giving of Pituitrin, when the vagina was plugged. 
The Master said in the Report that in cases of uterine inertia, the os was 
dilated, and forceps applied, in the hope of saving the child. He (Dr. 
Davidson) thought that in cases of uterine inertia where the conditions for 
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the use of forceps were not fulfilled, it was hopeless to attempt to save the 
child; as the child was always killed by bringing it through an undilated 
passage and harm was done to the Mother. He was very interested 
in the report of treatment of cases of parametritis by radiant heat, and 
asked what the results had been, as it seemed to him a good method. 

Dr. D. J. CANNon referring to uterine inertia, said that sometimes 
good results were obtained by giving Pituitrin, and sometimes not 
and asked would it not be possible to discriminate between the cases 
which needed Pituitrin, and those which only needed ordinary treatment. 
In cases of concealed accidental haemorrhage, shock was the essential 
cause of the haemorrhage, whatever the cause of the shock might be; and 
in the case of accidental haemorrhage which died, he wondered whether if . 
morphia had been given instead of pituitrin the result would have been 
better. Referring to morbidity, he asked if a vaginal examination was 
made when looking for the cord, or if in the Coombe Hospital, they just 
waited till the cord appeared. If this was done he thought there was a 
danger of sepsis, and that then strictly speaking, the cases would not be 
cases of spontaneous labour. 

THE MASTER OF THE CoomBE HospiTal, in replying, said that Caesarean 
Section was done a good deal for placenta praevia, because this condition 
occurred so often in multigravidae, or in women who were not more than 
32 weeks pregnant. Caesarean Section should never be undertaken with 
the object of saving the child’s life, unless the child was 36 weeks old, 
as up to that time the child was extraordinarily small. In cases of eclam- 
psia, he thought that bleeding should be done entirely independent of 
the condition -of the pulse, and that the giving of morphia in 
these cases might have a great deal to do with the question of 
foetal mortality. In cases of sepsis, the examination of the blood 
was of value if the blood was taken when the temperature was high, or 
after a rigor the chances of demonstrating streptococci were fairly good. 
As yet there was no really definite form of treatment for cases of sepsis, 
but in some cases he had found that the injection of N.A.B. intravenously 
had produced dramatic results. In cases of abortion, it was practically 
impossible to demonstrate any change in metabolism before the 24th 
week. He had never seen danger in any case of accidental haemorrhage 
arise from the use of Pituitrin. Referring to the routine examination 
of urine, he said that by this means they had found that the 
presence of pus in the urine in pregnant women was very high, and 
albumen was also found in a very large percentage of cases. Pituitrin 
was only given in cases of placenta praevia, when there was a definite 
hope that by small doses it would be possible to stimulate uterine con- 
tractions. In some cases it was very valuable, and the chances of rupture 
of the uterus in cases where it had been used were much greater than in 
cases where it had not been used. No septic cases had been sent out of 
the Hospital. One patient who had a perfectly normal puerperium, left 
Hospital against the wishes of the staff on the gth day, and died from 
acute sepsis at home on the 14th day. Most of the curettages were done 
as a result of abortions, and he thought that it was a good thing to do 
this operation after an abortion. Before Alexander Adams’ operation was 
done the tubes were always tested. Both the suspected cases of carcinoma 
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had turned out later to be carcinoma. Every case must be 
judged on its merits, and he was of opinion that Pituitrin was a most 
useful drug to give if given with common sense. The results in cases 
of parametritis, from radiant heat treatment, had been very satisfactory. 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED KINGDOM. 


The Annual congress took place at the house of the Royal Society of Medi- 
cine on April 29th, 30th, and May ist, Stk JOHN Parsons presiding. 

_ On April 30th a discussion on Birth Injuries of the Eye was opened 
by Dr. Comyns Berkeley who said that his thirty years experience led him 
to believe that injuries to the eyes caused as a result of labour were very 
rare, though he did not examine the infants’ eyes with the ophthalmoscope, 
but various writers had given varying proportions for such injuries. 

Mr. Ernest Thomson reviewed the literature and stated that the subject 
of ocular birth injuries had not received the attention it deserved, and that 
the end results of birth injury to the head had not been sufficiently 
emphasised or appreciated. Leaving aside a whole series of problems 
connected with intra-cranical injuries which may cause defective vision or 
defective mentality, Mr. Thomson dealt with ocular and orbital causes of 
defective vision due to birth injury. He emphasised the fact that birth 
injury may occur in normal labour and believed that retinal haemorrhages 
occur with comparative frequency in normal labour and even in premature 
labour. He suggested that the question of retinal or fundal haemorrhages 
should be re-investigated in lying-in hospitals in order to obtain a fresh 
set of statistics of their incidence, position and severity, and value could 
also be obtained from a link-record of each individual from birth to school- 
age. Corneal injuries have often been observed, Cataract is considered 
in relation to birth injury as also are dislocation, avulsion or evulsion of 
the eye as well as fracture and dents of the skull in the orbital region 
together with their results. That nystagmus may be due to pressure «n the 
head during birth foetus was most likely. Lastly Mr. Thomson asked 
whether birth injury may ever be a cause of the following conditions :— 
Hole at the macula ; choroido-retinal atrophy at the macular region ; angeoid 
‘macular region; angeoid streaks in the retina; buphthalmos; unilateral 
lenticonus; oxycephaly; and congenital anterior staphyloma. 

Dr. Leslie Buchanan discussed chiefly injuries which indirectly affec- 
ted the eye and dealt at length with haemorrhage and its consequences. 
Intracranial haemorrhage during labour may give rise to a variety of 
symptoms of cerebral origin and it is quite possible that other symptoms 
such as hydrocephalus, hemianopsia and cerebral blindness, more or less 
complete and involving form or colour, word or letter, may be due to this 
cause. Similarly almost any single or combined nerve or muscle lesion 
which is found in adult life to follow an orbital wound may follow an 
obstetric injury, and one must always remember that muscles may be torn 
by bone, nerves may be pinched and rendered useless for a time by 
collapsing of canals through which they pass and that a wonderful degree 
of repair and regeneration may take place, 
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Mr. F. A. Juler, who had examined a series of 50 cases at Queen Char- 
lotte’s Hospital in London, arrived at a similar conclusion. The great 
majority of these cases are slight retinal haemorrhages which clear up, 
leaving no trace after a few days. In some cases, however, the haemorr- 
hages, occurring at the macula, may leave permanently serious effects, 
and it is freely surmised that certain defects in one eye only, discovered 
in later life, including cases diagnosed as “‘congenital amblyopia’? may 
in some instances be due to this cause. It is to be remarked that haemorr- 
‘hages are by no means confined to those cases where instruments have 
been used. They apparently occur in many cases of prolonged labour 
and non-instrumental delivery, and even in cases where labour has been 
perfectly normal and even premature. Obviously rules as to prophylaxis 
are very difficult to formulate, and we cannot complain that unless this can 
be done obstetricians take little interest in the matter. One reason why 
such ophthalmoscopic’ examinations aré more frequeritaly made is 
doubtless the extreme patience and tact required in the case of a new-born 
baby ; but before any useful conclusions can be drawn as to their connexion 
on the’ one hand with prolonged natural labour, and, on the other, with the 
use of instruments, this will have to be done. Other ocular lesions occur. 
Apart from sensational cases which have been recorded, such as extrusion 
of the eyeball on to the cheek as the result of instrumental pressure, or 
the gouging out of an orbit by the fingers. of a doctor who had mistaken it 
for an anys, perhaps the most interesting lesion is the rupture of the 
- posterior elastic membrane of the cornea, described by Mr. Thomson and 
Dr. Buchanan first in 1903 and again at the recent discussion. In these 
cases there is subsequent formation of cicatrical tissue which may remain 
as a permanent linear scar. These scars are always vertical, or approxi- 
mately so, a fact probably related to the direction of pressure by the 
forceps. They naturally escape notice in most cases until the child’s vision 
is found to be defective in one eye and the corneal scar is discovered. In 
some cases a considerable amount of corneal astigmatism results, and it 
was even suggested by some speakers that some of the cases of high mono- 
cular myopia, which are not very uncommon, may owe their genesis to 
instrumental pressure at birth. In these cases, although a rupture of Des- 
cemet’s account for a good deal of astigmatism, one would 
have to suppose that in order to produce a high degree of myopia in — 
meridia the scleta had yielded to the pressure of the forceps. 

A. W. Ormond, Mr. J. Rowden, Mr Teacher Collins, Dr. A. J. Bal- 
lantyne, Mr. Harrison Butler, Dr. T. H. Withington wid the President 
also took part in the discussion. 
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